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Intent to Stay, Moral Distress and Nurse Practice Environment among Long-term Care Nurses 
by 
Amil Kusain Tan Jr. 
 
Advisor: Elizabeth Capezuti, Ph.D., RN, FAAN 
Background: Many long-term care facilities in the United States face significant problems with 
nurse retention and turnover. These challenges are attributed at least in part to moral distress and 
a negative nurse practice environment. Licensed nurses working in long-term care facilities 
experience ethical challenges such as lack of resources, use of restraints, end-of-life issues, and 
caring for residents with dementia that, if not resolved, can lead to moral distress- especially if 
left unresolved. Long-term care administrators and nurse managers increasingly strive to 
improve leadership support for long-term care staff that will positively affect the nurse practice 
environment. 
Aim/Purpose: The purpose of the study was to investigate the relationships between nurse 
practice environment, moral distress, and intent to stay, including the potential mediating effect 
of the nurse practice environment on the intent to stay among those with high levels of moral 
distress. Secondarily, the reliability and validity of the Intent to Stay Questionnaire, Direct Care 
Staff Survey, and Moral Distress Questionnaire were evaluated in long-term care nurses. 
Methods: This descriptive cross-sectional design study included an online, national survey of 
long-term care nurses’ perceptions of their intent to stay, moral distress level (Moral Distress 
Questionnaire), and nurse practice environment (Direct Care Staff Survey). Descriptive, 





modeling (SEM) analysis were used to explore intent to stay, moral distress, and the nurse 
practice environment among long-term care nurses. 
Results: A total of 215 participants completed the surveys. Participants were nationally 
representative of long-term care nurses by age, years of experience, employment status, and type 
of health setting. Predominantly the sample was white and female licensed practical nurses. The 
computed SEM suggested a partially mediated model. The mean moral distress score was low 
while the mean nurse practice environment and intent to stay were high. Moral distress was 
found to have a moderate negative association with nurse practice environment (β = -0.41) while 
nurse practice environment had a significant, moderately positive association with intent to stay 
(β = 0.46). The moral distress had a significant, moderately negative association with intent to 
stay (β = -0.20). The computed SEM suggested a partially mediated model (Indirect effect= -
0.19, p=0.001). The ITS, DCSS, and MDQ demonstrated to be reliable and valid measures of 
intent to stay, nurse practice environment, and moral distress, respectively, among licensed 
nurses working in institutional long-term care. 
Conclusion: Since the relationship between moral distress and intent to stay is partially mediated 
by the nurse practice environment, interventions aimed at improving the nurse practice 
environment are crucial to alleviating moral distress and enhance nurses’ intention to stay in their 
job, organization, and the nursing profession. Moral distress is understudied in long-term care 
and should be explored in further research. 
 Keywords: Intent to stay, moral distress, nurse practice environment, long-term care, 
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High rates of nurse turnover and poor nurse retention are linked with poor quality of care 
and costly to the organization in long-term care facilities (LTCFs; Halter et al., 2017). The 
purpose of this dissertation study is to investigate the relationships between nurse practice 
environment, moral distress, and intent to stay including the potential mediating effect of the 
nurse practice environment on the intent to stay among those with high levels of moral distress. 
Identifying components of the nurse practice environment that can be strengthened to alleviate 
the moral distress experience of the nurses may in turn increase nurses' intent to stay in the long-
term care setting. This examination also explored the role of long-term care administrators and 
managers within the nurse practice environment. In addition, this study will benefit the patients, 
nurses, and organizations by adding evidence that supports active improvement of leadership to 
change the current practice environment in long-term care into a healthy working condition for 
all. 
In the United States, about 1.5 million older adults are residing in LTCF’s (National 
Institute of Aging, 2017). Long-term care services were provided by 16,000 nursing homes 
(Harris-Kojetin et al., 2019) and the care cost about $166 billion in 2017 (Center for Disease 
Control and Prevention, 2018).  As a result of the aging population and high expenditures, there 
is an increasing need to provide quality and affordable long-term care solutions. LTCFs - 
previously referred to as nursing homes - provide room, board, nursing care, and some therapies 
for older adults (Center for Disease Control and Prevention, 2019). In this study, LTCFs will 
refer to long-term acute care hospitals (LTACHs), in-patient rehabilitation facilities (IRFs), and 





physicians, nursing staff, social workers, nutritionists and dieticians, psychologists, rehabilitation 
therapists, and recreation staff (Harris-Kojetin et al., 2019). Nursing staff includes licensed 
nurses - registered nurses (RN), licensed practical nurses/licensed vocational nurses (LPN/LVN), 
as well as certified nursing assistants (CNA; Harris-Kojetin et al., 2019).  
Federal staffing requirements for LTCFs are governed by the Nursing Home Reform Law 
of 1987 which mandates a minimum requirement for nurse staffing that includes the presence of 
RNs for eight consecutive hours, seven days a week, and LPN’s/LVNs available 24 hours per day 
(Omnibus Budget Reconciliation Act, 1987). In addition, 41 states have established a higher 
staffing standard as compared to federal law requirements. For example, The Arkansas 
Protection of Long-Term Care Facility Residents Act (2014) requires that nursing homes in a day 
shift should assign one CNA to six residents and one licensed nurse to forty residents; in the 
evening shift one CNA to nine residents and one licensed nurse to every forty residents; lastly, in 
the night shift one CNA to fourteen residents and one licensed nurse to every eighty residents 
(Harrington & Edelman, 2018). Recent changes have been made in measuring staffing level 
requirements to reflect the resident needs based on acuity. The Centers for Medicare & Medicaid 
Services (CMS; 2019) established a measurement system termed “hours per resident day (hprd),” 
which is the average number of hours of daily care that nursing staff provides to each resident in 
the LTCFs. To meet the federal staffing requirements established, the average LTCF is expected 
to have a minimum of full-time equivalent (FTE) of 0.75 RN hprd, 0.55 LPN/LVN hprd, and 2.8 
CNA hprd, for a total of 4.1 nursing hprd. Furthermore, the CMS raises the bar by requiring 
LTCFs to have a minimum of 4.17 total hours hprd with a 1.08 RN hprd. Unfortunately, there is 
weak enforcement of these existing standards with many LTCFs operating almost 60% below the 





Still today, some experts criticize the CMS minimum requirement and instead 
recommend at least a total of 4.55 nursing hprd with upward adjustments for the resident with a 
higher acuity level in LTCFs (Harrington et al., 2016). Others have recommended shifting the 
focus from staffing quantity to quality of the nursing home staff, i.e., educational background, a 
higher RN hprd, the ward environment, and work process (Backhaus et al., 2014; Backhaus et 
al., 2017). 
The Texas Center for Nursing Workforce Studies (2019) reported that the annual median 
staff turnover rate for skilled nursing facilities is about 53%. Among direct care nursing staff, the 
rates among RNs, LPNs/LVNs, and CNAs are 48%, 45%, and 67%, respectively. Turnover rates 
are indicative of staff stability in LTCFs. A systematic review of the literature showed that higher 
rates of turnover are costly and associated with poor quality of care (Halter et al., 2017). One 
powerful predictor of nurse turnover is measuring a nurse’s intent to leave. Nurses’ intent to 
leave is often referred to as either intent to leave their job and/or intent to leave the nursing 
profession in the literature. These are two different yet related concepts about intent to leave 
(Moloney et al., 2018). Nurses’ turnover or intention to leave is often associated and 
interchangeably used with the retention or intention to stay concept (Zúñiga et al., 2019). Both 
intentions to stay and intentions to leave are concepts that refer to the need of having adequate 
and skilled workers to care for LTC residents. Intent to leave is argued to be a rather deficit-
oriented approach to staffing shortage while intent to stay is a more affirmative asset-based 
approach that highlights organizational strengths (Zúñiga et al., 2019). In this study, intent to stay 
is referred to as the nurses’ perception of intent to stay in their current job, the nursing 
profession, and long-term care setting for the next 12 months. In a recent survey of nurses 





outside older adult care, 25% reported they are not certain on their intention to leave, and the 
remaining 50% described that they had no desire to leave the current workplace or wanted to 
continue working in older adult care services if they left the current workplace (Bratt & Gautun, 
2018).  
LTCFs nurses’ intent to leave their current job are attributed to stress, high workload, 
emotional exhaustion, health problems, and poor leadership or organizational commitment 
(Gaudenz et al., 2019; Tummers et al., 2013) while, intent to stay is influenced by staff 
empowerment, good supervisory support, work relationships, and reports of providing good 
quality of care (Zúñiga et al., 2019). Also, intent to stay is directly related to lower burnout, 
higher job satisfaction, older nurses, and resident relationships in long-term care (McGilton et 
al., 2013). A systematic review of the literature further suggested that among other factors, 
nurses’ stress and dissatisfaction are two of the most important determinants of nurse turnover or 
nurse retention at the individual level (Halter et al., 2017). With this, it is imperative to explore 
long-term care nurse’s sources of stress, dissatisfaction, identify organizational strengths to 
develop interventions that improve the professional well-being of nursing staff.  
Caring for older persons can be physically and emotionally challenging (Preshaw et al., 
2016). Some situations can lead to emotional and cognitive conflict elicited by feelings of 
powerlessness to act based on personal values. This can raise ethical challenges for nurses that if 
not resolved, can lead to moral distress. Moral distress has been described as a phenomenon that 
arises when “one knows the right thing to do, but institutional constraints make it nearly 
impossible to pursue the right course of action” (Jameton, 1984, p. 6).  Examples of ethical 
challenges reported by long-term care nurses include lack of resources, use of restraints, coercion 





for residents with dementia (e.g., conflict between the autonomy of the person with dementia and 
family or staff need to prevent harm; Spenceley et al., 2017). Among nursing home staff (RN, 
LPN/LNV, CNA), the majority (75.9%) reported experiencing situations of moral distress at least 
weekly over the past year in caring for patients with dementia (Pijl-Zieber et al., 2018). Also, a 
resident’s family member can be a source of moral distress such as when they request aggressive 
medical treatments that appear to be futile or is against the wishes of the resident (Cagle et al., 
2017). Certain characteristics pose a great risk for moral distress within the LTCF, such as human 
resource constraints, competing value systems (person-centered care versus task-oriented care), 
lack of administrative and managerial support, and lack of nurse-physician collaboration (Pijl-
Zieber et al., 2008).  
Unlike the LTCF setting, moral distress has been widely studied in acute and specialty 
care settings (Lamiani et al., 2017). In the acute care setting, moral distress impacts nurses’ 
physical (Qalawa & Hassan, 2017), psychological (Huffman & Rittenmeyer, 2012), emotional 
(Mealer & Moss, 2016), and professional well-being (Burston & Tuckett, 2012). In addition, 
moral distress is associated with nurse’s outcomes such as job satisfaction (Dalmolin et al., 2014) 
and intention to leave (Karanikola et al., 2014). Studies concerning the impact on patients have 
reported increased patient discomfort (Corley, 2002) and decreased quality of care (Altaker et al., 
2018). Finally, moral distress is associated with an organizational outcome such as work 
effectiveness (Ganz et al., 2013), and that has associated economic costs (Mealer & Moss, 2016). 
Although well studied in the acute setting, gaps remain about understanding nurses' moral 
distress experience in LTCFs particularly the causes and consequences.  
Nurse’s moral distress is thought to be influenced primarily by nurses’ practice 





work setting that facilitate or constrain professional nursing practice (Lake, 2002). Unfortunately, 
there are no published studies found that examine nurse’s relationship between the nurse practice 
environment and moral distress in the long-term care environment. In the acute care settings, it is 
well established that a positive nurse practice environment has a positive impact on nurses, for 
example, nurses’ job satisfaction (Copanitsanou et al., 2017), intention to leave (Aiken et al., 
2008), and burnout (Friese, 2005); organizational outcomes such as nurses’ job performance and 
nurse’s productivity (Smokler Lewis & Malecha, 2011), and nurse retention (Lambrou et al., 
2014); occupational safety (Clarke, 2007; Cho et al., 2013; Flynn et al., 2012); patient outcomes 
(Aiken et al., 2008; Cho et al, 2016; Costa et al., 2016; Friese, 2005; Ma & Park, 2015; Swiger, 
2018); nurses and nurse managers relationship (Brewer et al., 2013; Bezerra Monteiro et al., 
2019); and on older adults care (Boltz et al., 2008; Boltz et al., 2008; Boltz et al., 2009; Boltz et 
al., 2010; Capezuti et al., 2012; Fox et al., 2017; Fox et al., 2018; Kim et al., 2009). Similarly, 
there is a growing body of literature in LTCFs that focuses on testing the relationship of the nurse 
practice environment on the nurse (Backhaus et al., 2017; Choi et al., 2011), the patient (Flynn et 
al., 2010; Temkin-Greener et al., 2012) and the organizational outcomes (Choi et al., 2012; 
Schwendimann et al., 2016; Temkin-Greener et al., 2010, Zúñiga et al., 2015). To address this 
problem, it is crucial to examine the theories pertaining to the sources and consequences of moral 
distress. 
Theoretical Rationale 
 Corley’s (2002) Moral Distress Theory (MDT) provides a theoretical framework to 
investigate moral distress among long-term care nurses. Mareš (2016) has pointed out that 
Corley’s (2002) MDT provides the most comprehensive perspective because it is the only theory 





According to Wilson (2018), MDT is testable, parsimonious, and has logical adequacy. 
The MDT has been widely used, tested, and analyzed for several decades within nursing and 
other healthcare professionals. However, these studies were all conducted in acute care settings. 
Hamric (2012) expanded the work of Corley’s (2002) MDT by providing a framework 
about the sources of moral distress. Hamric (2012) suggested that moral distress extends beyond 
institutional constraints. Additional factors such as internal constraints, external constraints, and 
clinical situations have been identified as sources for nurses to experience moral distress 
(Hamric, 2012). See Figure 1.2 for example. 
Figure 1.1  






Figure 1.2  
Sources of Moral Distress Illustrated 
 
Corley (2002) views nurses as moral agents and nursing as a moral profession. When 
nurses are confronted with an ethical event, they experience a moral intent to act. If nurses have 
the moral courage to act upon this intent, this results in a condition called moral comfort. On the 
other hand, if nurses are unwilling or unable to act upon the moral event, they will experience 
moral distress. When facing moral distress, nurses experience exclusion and depression, and if 
these conditions continue, nurses may experience frustration and dissatisfaction with work, and 
ultimately leave. Corley (2002) believes that the effects of distress on organizations are 
connected with job resignations, reduced job satisfaction, and quality of care. 





1. Nurses who have good relationships with their peers, patients, managers, the hospital 
administration, and physicians will have less moral distress than nurses without such 
good relationships with the others. 
2. Nurses who have more influence in their practice environment and are more likely to take 
action to resolve ethical dilemmas, will have less moral distress. 
3. Nurses who work in health care organizations that do not provide policies that guide 
practice, provide a supportive environment, guide ethically complex care, and provide a 
mechanism for addressing complex conflicts with physicians will experience more moral 
distress. 
4. Nurses who work in a health care organization that encourage collaboration with 
physicians and the development of trust with them will experience less moral distress. 
5. Nurses will resort to lesser degrees of responsible subversion if the practice environment 
supports nurse autonomy and nurses’ participation in decisions. 
Based on MDT, we can assert that organizational support and practice environment play a 
crucial role in ameliorating the experience of moral distress among long-term care nurses. This 
dissertation study is guided by MDT in examining the interplay of moral distress, nurse practice 
environment, and nurse’s intent to stay among LTCF nurses (see Table 1.1). 
Long-term care nurses working in LTCFs are confronted with ethical conflicts in their 
daily practice that, when not addressed, can lead to moral distress. Evidence suggests that 
increased moral distress is related to a poor nurse practice environment (Corley, 2002, de Veer et 
al., 2013; Hamric, 2012; Mealer & Moss, 2016; Oh & Gastmans, 2015). Also, a higher level of 
moral distress is directly correlated with decrease reports of nurses’ intent to stay in their 





Alternatively, a better nurse practice environment is associated with increased nurses’ reports of 
intent to stay (Aiken et al., 2008; Al Sabei et al., 2020; Tourangeau et al., 2010). See Appendix A 
for the table of evidence for the nurse practice environment, moral distress, and associated 
outcomes. There are no published studies found that examine the relationships between the three 
variables: moral distress, nurse practice environment, and intention to stay. This study proposes 
that the antecedent variable moral distress and the outcome variable intention to stay are 
mediated by the variable nurse practice environment. (See Figure 1.3) 
 
Figure 1.3  













Finally, the following research questions are meant to address the purpose of the study. 
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1. Does the nurse practice environment mediate the relationship between moral distress and 
the intention to stay among licensed nurses working in institutional long-term care? 
2. Do the Intent to Stay Questionnaire, Direct Care Staff Survey, and Moral Distress 
Questionnaire demonstrate the reliability and validity to measure intent to stay, nurse 










This chapter presents a review of the literature describing both long-term care in the 
United States and the experience of nurses working in facilities. The section discussing the 
intention to stay provides an outline about nurses’ intentions to stay concepts, factors associated 
with nurse turnover and retention, and nurses’ intents to leave and intents to stay in the long-term 
care work environment. The section describing the nurse practice environment provides an 
overview in both the acute and long-term care settings, the Magnet’s Pathway to Excellence in 
Long Term Care Programs, the components of a healthy nurse practice environment, and the 
associated outcomes. Finally, the section on moral distress describes the ethical issues in long-
term care, the nurses’ experiences of moral distress in an acute and long-term care setting, the 
sources and consequences of moral distress, and the interventions to mitigate moral distress. 
A literature search was conducted. The databases included were CINAHL Complete, 
MEDLINE Complete, PsycINFO, and Health Source: Nursing/Academic Edition. The search 
terms include “intent to leave”, “nurse turnover”, “moral distress”, “nurse practice environment”, 
“work environment”, “nursing”, “nurses”, “nursing home”, “magnet model”, and “long-term 
care”. The inclusion criteria included studies of any design, English language. Initially, the 
search was limited to ten years however because of the dearth in the number of articles retrieved, 
the search was not limited by dates. An additional search was done using gray literature obtained 
from sources such as U.S. government documents, Google Scholar, and hand-searching 







Long-term care in the United States 
Long-term care involves a variety of services designed to meet a person’s health or 
personal care needs during a short (rehabilitation) or long (custodial) period. These services help 
people live as independently and safely as possible when they can no longer perform everyday 
activities on their own (Chies, 2020). Long-term care refers to the full spectrum of care provided 
in both institutional (skilled nursing facilities, subacute and post-acute care, assisted living 
facilities, in-patient hospice) and community-based settings (senior housing, home health care, 
hospice home care, and adult day care centers; Chies, 2020). Institutional long-term care based 
on federal Medicaid requirements includes intermediate care facilities for people with 
intellectual disability (ICF/ID), nursing facility (NF), and inpatient psychiatric services for 
individuals under age 21, and services for individuals age 65 or older in an institution for mental 
diseases (Centers for Medicare & Medicaid Services, 2020). Among Medicaid beneficiaries who 
use long-term institutional care services, 50% are seniors and 20% are non-older adults with 
disabilities.  
The nursing facility has been described by various terms such as nursing home, skilled 
nursing facility, and LTCF. In this study, we use the term “long-term care facility” (LTCF) in lieu 
of other terminology. LTCF includes long-term residential care and short-term post-acute or 
rehabilitative care. The services provided include room, board, nursing, and restorative nursing 
care (Resnick et al., 2012), and services such as physical, occupational, and speech therapy, 
medical and dental services, medications, laboratory, and diagnostics (Chies, 2020). 
In general, LTCF residents, whether short- or long-term, tend to be older adults, 





Services, 2020). There is also a small number of residents under the age of 65 who have 
rehabilitative needs receives in an LTCF. 
Specifically, the long-term residential care population includes residents who live at the 
facility for more than 90 days and are receiving custodial care. Short-term post-acute or 
rehabilitative care population includes residents who stay up to 100 days for Medicare and are 
receiving complex care such as post-surgical care, chemotherapy, total parental nutrition, 
dialysis, pain management, wound management, ventilation care, and other specialty care; or 
rehabilitation services such as physical, occupational and speech therapy (Chies, 2020). 
LTCFs staff consists of a multidisciplinary team, such as physicians, nursing staff, social 
workers, nutritionists and dieticians, psychologists, rehabilitation therapists, and recreation staff 
(Harris-Kojetin et al., 2019). Nursing staff employed in LTCFs primarily consists of certified 
nursing assistants (60%), licensed practical nurses/licensed vocational nurses (25%), and 
registered nurses (15%; Harris-Kojetin et al., 2019). Staff recruitment, nurse retention, and 
turnover are some of the major problems in LTCFs (Texas Center for Nursing Workforce Studies, 
2019). High rates of nurse turnover are costly to the organization and are linked with poor quality 
of care in LTCFs (Castle, 2021; Collier & Harrington & Edelman, 2018; Halter et al., 2017). 
Thus, there is a need to examine factors associated with nurses’ intents to stay.  
Intent to stay 
Definition. Both nurse retention and turnover are important concepts in the study of 
workforce and staffing. It is believed that retention and turnover are related but not necessarily 
overlapping measures of turnover intention. Turnover intention topic can be defined in 
organizational behavioral research as the subjective self-report of the probability of leaving an 





whether nurse retention and turnover are distinctly different concepts (Cho et al., 2009). For well 
over a decade, nurses’ turnover intentions have been associated and interchangeably used with 
terms like intent to leave (Castle, 2021), desire to quit (Cho et al, 2009), nurse turnover (Castle et 
al., 2007), intent to stay (Kovner et al., 2009), intent to work (Brewer et al. 2009), and nurse 
retention (Brewer et al., 2009; Castle, 2021). According to Zúñiga et al. (2019), nurse retention 
and turnover are facility-level measurements derived from administrative data and surveys 
collected from administrators or directors of nursing while the intention to stay or leave is an 
individual-level measurement obtained from a survey of employees. Both intentions to stay and 
intentions to leave are concepts that refer to the need of having adequate and skilled workers to 
care for LTC residents. Nurses’ intention to leave is conceptualized as a conscious deliberate 
desire to leave an organization and is considered as the terminal phase in the withdrawal 
cognition process (Castle et al., 2007; Castle, 2021). In contrast, a nurse’s intention to stay is 
defined as an employee’s conscious and deliberate willingness to stay with the organization (Cho 
et al., 2009). Also, intent to leave is argued to be a deficit-oriented approach to staffing shortage 
while intent to stay is a more affirmative, asset-based approach that highlights organizational 
strengths (Zúñiga et al., 2019). Nurses’ intents to stay is associated with their commitments. In 
organizational behavior research, employee commitment can be categorized as organizational 
and professional commitment (Yamaguchi et al., 2016; García-Moyano et al., 2019). 
Organizational commitment is defined as an individual’s behavioral expression of commitment 
towards a particular organization. On the other hand, professional commitment refers to an 
individual’s behavioral expression of commitment towards an affiliated profession such as the 
nursing profession. Both professional and organizational commitment is significantly associated 





measured as intent to stay in the current job or intent to stay in the nursing profession (Brewer et 
al. 2009; Castle et al., 2007; Castle et al., 2007; Castle, 2021; Kovner et al., 2009). Some 
researchers argue that it is important to concurrently examine both the intent to stay in the job 
and intent to stay in the nursing profession because it provides a global perspective about nurses’ 
intents to stay. Chen et al. (2015) further expanded this work by examining comprehensively 
nurses’ intents to stay by subgrouping nurses’ retention into an intent to stay in the nursing 
profession, intent to stay at a type of facility, or intent to stay at a specific workplace. Measuring 
intent to stay within a period can be challenging because of the high nurse turnover rate and time 
needed for a nurse to establish a relationship with LTC residents; this has been reported to vary 
from one, two, or five years (Zúñiga et al., 2019). A consensus in search for internationally 
comparable data in LTCFs research to provide a short and viable measurement recommended 
using 12 months (Zúñiga et al., 2019). In the proposed study, we will measure the nurse’s 
retentions as nurses’ intents to stay in their current job, intent to stay in the nursing profession, 
and intent to stay in the long-term care setting for the next 12 months. 
Factors Associated with Intent to Leave. Common factors associated with intent to 
leave can be organizational, work-related, and employee-related. In acute care settings, many 
researchers have look into organizational factors as the primary factor of nurse’s intent to leave. 
Studies reported that leadership (Halter et al., 2017), nurse practice environment (Lee et al., 
2020; Nowrouzi-Kia & Fox, 2020), patient safety (Sasso et al., 2019), resource availability 
(Nowrouzi-Kia & Fox, 2020), work culture (Halter et al., 2017), and workload (Phillips, 2020) 
have a negative relationship with nurse’s intent to leave. Regarding staffing, studies have been 
inconclusive as to how to predict the nurse’s intent to leave (Burmeister et al., 2019; Sasso et al., 





leave than staffing alone. Moreover, work-related factors such as interprofessional collaboration 
(Nowrouzi-Kia & Fox, 2020), professional development (Kagwe et al., 2019), social support 
(Halter et al., 2017), work relationship (Armmer & Ball, 2015; Kagwe et al., 2019), work 
recognition (Kagwe et al., 2019) have an inverse association with nurses’ intent to leave. Also, 
perceptions of high levels of horizontal violence (Armmer & Ball, 2015) have been associated 
with increased reports of nurse’s intent to leave. Finally, studies about employee-related factors 
that are intrinsic to nurses include burnout (Lee et al., 2020; Phillips, 2020), emotional 
exhaustion (Lee et al., 2020; Sasso et al., 2019), and stress (Halter et al., 2017). These have been 
directly related to nurses’ intents to leave. In contrast, age (Burmeister et al., 2019), educational 
attainment (Halter et al., 2017), empowerment (Fitzpatrick et al., 2010), job satisfaction (Lee et 
al., 2020; Nowrouzi-Kia & Fox, 2020; Sasso et al., 2019), nurse experience (Burmeister et al., 
2019), wage (Halter et al., 2017; McHugh & Ma, 2014), and organizational commitment (Lee et 
al., 2020) have a negative relationship with nurses’ intents to leave. Removing factors related to 
intention to leave does not translate immediately into having employees to stay. Thus, it is crucial 
to examine influencing factors associated with the intent to stay. 
Factors Associated with Intent to Stay. Influencing factors associated with intent to 
stay includes nurses’ demographic and work characteristics, job satisfaction, empowerment, and 
work environment. Cowden and Cummings (2014) intention to stay (ITS) model posits four 
influencing factors: manager characteristics (e.g., leadership, support, recognition), 
organizational (e.g., career development opportunities, perception of staffing adequacy), work 
(e.g., presence of abuse, autonomy), and nurse characteristics (e.g., age, education, tenure). 
Testing of the model reported that organizational commitment, empowerment, and desire to stay 





influence on intents to stay. The validity of the framework for nurses in long-term care with 
different educational backgrounds still needs to be tested (Zúñiga et al., 2019). Demographic and 
work characteristics that are associated with intent to stay include age (Kovner et al., 2009; 
Nowrouzi et al., 2016), income (Kovner et al., 2009), nurses who work for 15 to 20 years 
(Nowrouzi et al., 2016), and nurses working less overtime per week (Nowrouzi et al., 2016). On 
the other hand, work environment measures such as the interpersonal relationship between nurse 
managers and colleagues are associated with the intent to stay in both jobs and the nursing 
profession (Pishgooie, 2019). Others include self-fulfillment and workload has been found to 
increase intent to stay (Gilles et al., 2014). Finally, empowerment, decreasing job stress, and 
providing adequate staffing so the quality of care can be provided will enhance job satisfaction is 
associated with intent to stay (Zúñiga et al., 2019). Thus, identifying these organizational 
strengths and building capacity can improve nurses’ retention. 
Intent to Leave and Intent to Stay in Long-Term Care 
In LTCFs, studies of nurses’ intents to leave and intents to stay are limited. However, 
there is a growing recognition of the importance of examining the factors associated with nurses’ 
intents to leave and intents to stay. The factors associated with intent to leave include burnout 
(Piers et al., 2012), emotional exhaustion and health problems (Gaudenz et al., 2019, job 
dissatisfaction (De Veer et al., 2013), lack of professional development (Tummers et al., 2013), 
lack of autonomy (Tummers et al., 2013), poor nurse practice environment (McAndrew et al., 
2011; Tummers et al., 2013), and stress-related to workload (Gaudenz et al., 2019).  On the other 
hand, nurses’ intentions to stay in long-term care was positively associated with lower burnout, 
higher job satisfaction, older nurses, and resident relationships. Work relationships were 





term care administrators and nurse managers are expected to actively improve leadership support 
to long-term care staff and the nurse practice environment to ensure staff retention thereby 
ensuring quality of care for older adults (André et al., 2014). 
Nurse Practice Environment 
Definition. The World Health Organization (WHO, 2021) describes a healthy workplace, 
as a place where there is a shared vision for the health and well-being of all the members of the 
community. In addition, it is a working condition that supports the physical, psychological, 
social, and organizational requirements to protect and promote health and safety. The American 
Nurses Association (ANA) has adapted the WHO definition and included this in the ANA Nurse’s 
Bill of Rights. It states that nurses must be afforded the right to practice in an environment that is 
safe, free from coercion, and in a place where they can practice in full their duties and 
responsibilities within their professional standards and legally authorize scopes of practice 
(ANA, 2015). Similarly, the American Association of Critical-Care Nurses (AACN, 2019) 
defines a healthy nursing practice environment as a place where nurses are enabled “to provide 
the highest standards of compassionate patient care while being fulfilled at practice.” 
The Pathway to Excellence in Long Term Care Program. In 1998, the Magnet status 
was expanded to include long-term care facilities. The Pathway to Excellence in Long Term Care 
Program (PTE-LTC) distinguishes long-term care organizations for positive practice 
environments and the first and only recognition program for the long-term care sector where 
nurses excel in caring for patients (Dans et al., 2016). The PTE-LTC standards aim to improve 
outcomes, such as to improve quality of care, patient safety, and satisfaction, less nurse turnover, 
higher job satisfaction, improved productivity and teamwork, and reduced errors (ANCC, 2017). 





the concepts being studied in this dissertation study. The PTE-LTC credentialing has the potential 
to recognize nursing excellence in LTCFs to provide the highest levels of patient care. However, 
there is limited research examining outcomes associated with the PTE-LTC program in LTCFs. 
The initial study that surveyed LTCFs in Canada reported that facilities who are not Magnet 
facilities but have strong Magnet characteristics are associated with higher levels of nurse and 
patient satisfaction, better decision-making, and spend higher resources for educational training 
for nurses (Rondeau & Wagar, 2006). In another recent study of RNs from 871 home care 
agencies in the United States, the PTE-LTC program is strongly and positively associated with a 
better work environment and had better patient care and better workforce outcomes (Jarrín et al., 
2017). The study findings are consistent with those results in acute care settings that are Magnet-
designated healthcare facilities about the benefits of an empowering and supportive work 
environment (Jarrín et al., 2017; Rondeau & Wagar, 2006). Therefore, there is a further need to 
examine the broader impact of improving work environments on patients, nurses, and 
organizations’ outcomes.  
Outcomes. Nurse practice environments are well studied in the United States particularly 
in acute care settings. The majority of the studies are descriptive and correlational. A systematic 
review of the nurse practice environments in the United States identified five primary foci of 
studies about nurse practice environments (Wei et al., 2018): the impact of a healthy practice 
environment on nurses, organizational outcomes, hospital occupational safety, patient outcomes, 
nurse leadership, and care for older adults. 
Nurse outcomes. Nurses must work in a conducive nurse practice environment that is 
safe for them.  A positive nurse practice environment is positively associated with perceived 





perceived quality of care (Aiken et al., 2008). The nurse practice environment is negatively 
correlated with nurses’ burnout (Aiken et al., 2008), emotional exhaustion (Friese, 2005), and 
emotional stress (Wei et al., 2018).  
Table 2. 1  
The Relationship Between PTE-LTC Six Standards and Study Concepts 
2016 Pathway to Excellence Standards Measurement Congruity 
1. Shared Decision Making DCSS (4) Staff cohesion 
DCSS (3) Conflict Management 
2. Leadership DCSS (1) Leadership 
3. Safety DCSS (2) Communication & coordination 
4. Quality MDQ (1) With regards to care provided 
DCSS (5) Perceived work effectiveness 
MDQ (3) With regards to protocols, 
standards, and reports 
5. Well-being MDQ (2) With regards to your colleague 
6. Professional Development Not applicable 
 
Organizational outcomes. There is increased recognition of the importance of the nurse 
practice environment as an essential element of a successful healthcare organization. Studies 
have examined the nurse’s interpersonal relationships with other nurses and physicians, nurse job 
performance and productivity, and nurse retention and turnover. Nurse interpersonal relationship 
studies include nurse-to-nurse, nurse-to-physician, and nurse-to-nurse manager (Wei et al., 
2018). A poor nurse-to-nurse relationship results in absenteeism, rapid job turnover, substandard 
practice performance, and workplace violence such as bullying or incivility towards each other 
(Bezerra Monteiro et al., 2019). In addition, the nurse practice environment is positively 





Malecha (2011) investigated the impact of workplace incivility on staff nurses related to cost and 
productivity. The perception of the nurse manager’s ability to handle workplace conflict among 
nurses has a negative association with workplace incivility that resulted in lost productivity. 
Moreover, the nurse practice environment is negatively associated with nurse retention (Lambrou 
et al., 2014), and nurse turnover (Al Sabei et al., 2020). Hospitals with better nurse practice 
environments reported increased nurse retention and a decrease in the number of nurses reporting 
intent to leave (Lee et al., 2020; Nowrouzi-Kia & Fox, 2020). 
Hospital occupational safety. There is a growing concern regarding the impact of the 
nurse practice environment on hospital occupational safety. Among the different occupational 
injuries, needle-stick injury among nurses was commonly reported and is negatively associated 
with the nurse practice environment. About 50-75% of nurses working in hospitals with poor 
practice environments reported having experienced needlestick or sharp injuries (Clarke, 2007; 
Cho et al., 2013). It is reported that the nurse practice environment is inversely related to 
medication errors and medication error interception practices (Flynn et al., 2012). This means 
that when healthcare administrators create a practice environment that supports nurses’ practices 
that can assist in interrupting medication errors before they reach the patient, these decrease the 
rates of harm to the patient caused by the medication error. Thus, promoting a positive practice 
environment is an important component of a safe workplace for staff, which in turn contributes 
to a positive patient safety culture. 
Patient outcomes. An important area of focus on the nurse practice environment is 
examining the impact on patient outcomes. Patient outcomes examined include patient 
experiences, patient mortality rate, and nurse-sensitive patient outcomes. A negative nurse 





30-day mortality (Friese et al., 2008). On the other hand, a favorable nurse practice environment 
is positively related to reports of high quality of care (Aiken et al., 2008), and positive patient 
experience and satisfaction (Swiger, 2018). A better nurse practice environment is associated 
with a lower rate of healthcare-associated infections (Costa et al., 2016), injurious falls (Cho et 
al, 2016), and pressure injuries (Ma & Park, 2015) during hospitalization. The studies showed 
consistent findings that promoting a healthy practice environment will result in positive patient 
outcomes.  
Nurse leadership. A key component of the nurse practice environment is the relationship 
of a nurse to their nurse manager. Nurses in leadership positions play a critical role in creating a 
respectful workplace. Nurse managers’ leadership ability, support, and caring attitude towards 
nurses are negatively associated with nurse’s intent to leave or stay or nursing retention 
(Gormley, 2011) and the occurrence of workplace bullying (Olender, 2017) or workplace 
incivility (Smokler Lewis & Malecha, 2011). Moreover, nurse-manager relationships and 
leadership are positively associated with the nurse’s perception of job satisfaction (Ulrich et al., 
2019) and nurse practice environment (Derksen, 2018). A systematic review reported that 
relational leadership styles (authentic and transformational leadership styles) are associated with 
significantly improved outcomes such as health and well-being, job satisfaction, organizational 
environment factors, productivity and effectiveness, and staff relationships with work 
(Cummings et al., 2018). The finding suggests that supportive nurse leadership is essential in 
establishing a healthy nurse practice environment. 
Care for older adults. Studies concerning the geriatric nurse practice environment stem 
from the belief that care for older adults is unique and requires geriatric-specific knowledge to be 





2012; Kim et al., 2009). In the acute care setting, nurses report perceived challenges in providing 
quality geriatric care such as financial pressures to limit the length of stay of older adults, failure 
to include older adults in care decisions, and a lack of knowledge about the care of older adults 
(Barba et al., 2011). These challenges can be attributed to the nurses’ lack of preparation during 
their nursing education and lack of organizational support for prioritizing geriatric nursing care. 
The gap has led to the unmet needs of hospitalized older adults. To close this gap, researchers 
have investigated the organizational role in improving care for older adults. A strong positive 
geriatric nurse practice environment positively influences geriatric care delivery (Boltz et al., 
2008; Boltz et al., 2008; Boltz et al., 2009; Boltz et al., 2010), geriatric nursing practice (Fox et 
al., 2017; Fox et al., 2018), and overall quality of care for the older inpatients (Fox et al., 2017., 
Fox et al., 2018; Kim et al., 2009).  
The components of the geriatric nurse practice environment include institutional values 
that respect the rights of older adults to receive specialized care and professional autonomy of 
nurses, nurse access to geriatric-specific resources, and capacity for collaboration among various 
healthcare disciplines (Boltz et al., 2008; Boltz et al., 2008; Boltz et al., 2009; Boltz et al., 2010). 
In response, the Nurses Improving Care for Health System Elders (NICHE) program provides 
evidence-based geriatric guidelines, toolkits, and metrics to improve the geriatric nurse practice 
environment and ultimately meet the needs of the hospitalized older adult (Boltz et al., 2008; 
Capezuti et al., 2012). NICHE is a nurse-led program in which nursing coordinates the 
interdisciplinary team member’s contribution as well as operationalizing the goals of the 
program within the institution (Capezuti et al., 2012). With the implementation of the NICHE 
program in hospitals, studies strongly demonstrated an improvement in geriatric outcomes at the 





geriatric nurse practice environment is important to improve the care of older adults. These 
findings are also significant for long-term care in which the majority of residents are older adults.  
Geriatric Nurses Practice Environment in Long-Term Care Settings 
There is still a paucity of research pertaining to exploring the geriatric nurse practice 
environment in long-term care (Boltz et al., 2010; Popil et al., 2017). Studies concerning the 
nurse practice environment in long-term care mirror studies conducted previously in acute care 
settings. The majority of the long-term care studies utilize survey methodology while a few have 
examined the nurse practice environment using qualitative inquiry. Empirical studies about the 
nurse practice environment in long-term care focus largely on nurse outcomes such as job 
satisfaction and retention. However, there is a small and growing body of literature that focuses 
on testing the relationship of the nurse practice environment on patient and organizational 
outcomes. This prompts a further examination of the impact of the nurse practice environment in 
long-term care. 
Nurses, patients, and organizational outcomes. Maintaining an adequate workforce is a 
significant problem affecting long-term care particularly in LTCFs. Culp et al. (2008), for 
example found that certified nursing assistants who left their jobs reported that their practice 
environment is poor and characterized by excessive managerial control and task orientation. 
These findings led to studies investigating organizational characteristics and management styles 
that increase nursing home staff job satisfaction, nursing retention, and decrease turnover rate. 
High staff job satisfaction in nursing homes is associated with multiple factors such as leadership 
support, nurses’ participation in the care, staffing, teamwork (Backhaus, et al., 2017), and few 
workplace conflicts (Choi et al., 2012; Schwendimann et al., 2016; Zúñiga et al., 2015). In 





been associated with quality-of-care indicators such as reduced cases of incontinence (Temkin-
Greener et al., 2012) and the number of pressure injuries (Flynn et al., 2010; Temkin-Greener et 
al., 2012).  Meanwhile, a negative practice environment is associated with psychotropic drug 
prescriptions and the use of restraints (Willemse et al., 2016).  
Others have examined the association between nurse practice environment and 
organizational factors such as leadership style and organizational outcomes including deficiency 
citations. Certification is a prerequisite for LTCFs to receive reimbursement for Medicare and/or 
Medicaid residents. When a LTCF does not meet the minimum certification standard a deficiency 
citation is given (CMS, 2017). Severity is defined by the overall impact and associated level of 
harm of the citation: level 1 – no actual harm with the potential for minimal harm, level 2 – no 
actual harm with potential for more than minimal harm that is not immediate jeopardy, level 3 – 
actual harm that is not immediate jeopardy, and level 4 – immediate jeopardy to resident health 
or safety (CMS, 2017). A negative nurse practice environment is associated with high severity of 
deficiencies and poor quality of care (Flynn et al., 2010; Temkin-Greener et al., 2010).  
A systematic literature review exploring the nurse practice environment, organizational 
leadership style, and supportive management highlighted the importance of increasing staff 
empowerment, influence in decision making, and participation in improving the quality of care 
in the LTCFs (André et al., 2014). Consistent with the findings and studies regarding the nurse 
practice environment in acute care settings, job satisfaction among nurses working in the LTCF 
is positively associated with the nurse practice environment. Promoting a positive nurse practice 
environment in LTCF is linked to satisfactory care quality outcomes and organizational 





Moral Distress in Acute and Specialty Care Settings 
 Moral distress definitions. Moral distress has been defined as a phenomenon that arises 
when “one knows the right thing to do, but institutional constraints make it nearly impossible to 
pursue the right course of action” (Jameton, 1984, p. 6). Jameton's (1984) definition has 
expanded as researchers investigated the characteristics of moral distress. Corley (2002) was the 
first to develop an instrument to measure moral distress. In her study, she conceptually defined 
moral distress as “a painful feeling, or the psychological disequilibrium which causes suffering” 
(Corley et al., 2001, p. 636) and operationally defined it as scores on three constructs namely, 
individual responsibility, not in the patient’s best interest, and deception (Corley et al., 2001). 
Subsequently, challenges about defining and delineating the concept of moral distress became an 
issue. Hamric’s (2012) seminal work suggested prioritizing a consensus definition about the 
characteristics of moral distress. Several studies provided various descriptions and resulted in 
instruments to measure moral distress (Corley, 2005; Kälvemark Sporrong et al., 2006; Hamric 
and Blackhall, 2007; Hamric et al., 2012; Eizenberg, 2009; Wocial & Weaver, 2013; de Veer et 
al., 2013; Brandon et al., 2014). A narrative synthesis of the literature concerning moral distress 
reported several different proposed conditions for the occurrence of moral distress; however, 
there are three major requisites for moral distress: a moral event, the experience of psychological 
distress, and a direct causal relationship between the moral event and psychological distress 
(Morley et al., 2019).  
Nurses’ experiences of moral distress. Initial study of moral distress was published 
since 1984 and gaining trend after 2011. Most studies were conducted in North America 
particularly the United States. The majority of the studies were performed in an acute care setting 





health hospitals. Lastly, most studies focused on nurses’ perceptions of moral distress (Lamiani et 
al., 2017). Moral distress research has also gained recognition internationally including the 
countries of Brazil (Schaefer et al., 2017), Belgium (Oh and Gastmans, 2015), Italy (Lamiani et 
al., 2017), Jordan (Qalawa & Hassan, 2017), Netherlands (de Veer et al., 2013), and Sweden 
(Sporrong et al., 2006) as well as other settings and healthcare professionals.  
The primary question among researchers is how nurses experience moral distress. To 
answer this question two important systematic reviews were conducted, a qualitative synthesis 
review and a quantitative systematic review of studies. In the qualitative synthesis, moral distress 
is described as the experience when nurses feel the need to advocate for patients’ well-being 
while coping with institutional constraints. The perception of patient pain and suffering as a 
result of medical decisions, of which the nurse has little power to influence, contribute to the 
experience. Nurses who experience moral distress then respond with a myriad of biological, and 
psychological reactions. Finally, the unequal power structures, prevalent in institutions, 
exacerbate the problem (Huffman & Rittenmeyer, 2012). This initial synthesis of exploratory 
studies concerning moral distress is further supported by findings from a systematic review of 
quantitative studies that explored correlates of moral distress. Moral distress is associated with 
organizational factors (Lamiani et al., 2017) such as autonomy and empowerment (Lamiani et 
al., 2017); difficult care situations that have an impact on nurses coping and response (Oh & 
Gastmans, 2015); ethical climate, nurse-physician collaboration, job characteristics (Oh & 
Gastmans, 2015); and psychological factors like professional attitudes. Hence, there is a need to 
discuss the sources and consequences of moral distress among nurses and to examine the 





Sources of moral distress among nurses. Initially, moral distress was thought to be due 
solely to institutional constraints and power hierarchies (Jameton, 1984). Succeeding studies, 
however, identified multiple sources of moral distress among nurses. Corley (2002) and Hamric 
(2012) framed the sources of moral distress into three broad categories based on qualitative 
studies addressing moral distress. These include factors internal to the caregiver, factors external 
to the situation, and clinical situations.  
Internal constraints. Internal constraints include personal factors such as psychological 
and professional characteristics. Examples of psychological factors that influence moral distress 
are autonomy, coping mechanisms (Mealer & Moss, 2016), conflicts with religious or spiritual 
beliefs (Mealer & Moss, 2016), nurse empowerment (Altaker et al., 2018), and self-reflection 
(Lamiani et al., 2017). Professional characteristics associated with moral distress are burnout 
(Lamiani et al., 2017), experiences in addressing ethically challenging situations, individual 
ethical perspectives (Burston & Tuckett, 2012), job satisfaction, moral sensitivity, nurse’s 
confidence (Mealer & Moss, 2016), nurse’s knowledge (Hamric, 2012), nurse’s expectations of 
standards of care (Mealer & Moss, 2016), perceived skill level, and work engagement (Lamiani 
et al., 2017). Lastly, perception of the practice environment, patient safety, and job satisfaction 
are predictors of moral distress in critical care settings (Hiler et al., 2018). 
External constraints. External constraints are external factors in the work situation such 
as economic factors, health policies, organizational characteristics, and work relationship factors 
that were identified to be associated with moral distress among nurses. Examples of economic 
factors, such as adequacy of resources (money and time, efficiency, and cost constraints) 
associated with care that can be potential sources of moral distress (Burston & Tuckett, 2012). 





legislation governing hospitals (Corley, 2002; de Veer et al., 2013) or simply unit policies that 
conflict with one’s beliefs (Mealer & Moss, 2016). Other important aspects are organizational 
traits include lack of administrative support (Hamric, 2012), poor ethical work climate (Altaker 
et al., 2018; Corley, et al., 2005; Lamiani et al., 2017), poor staffing (Corley, 2002, de Veer et al., 
2013; Hamric, 2012; Mealer & Moss, 2016; Oh & Gastmans, 2015), and unintegrated palliative 
care teams (Altaker et al., 2018). Finally, work relationship factors are inadequate 
communication, low nurse-physician collaboration and poor nurse-physician relationships 
(Lamiani et al., 2017; Mealer and Moss, 2016), and the perceived hierarchical structure of health 
care institutions (Mealer & Moss, 2016).  
Clinical situations. Clinical situations are circumstances that arise from day-to-day 
activities of nurses that can influence moral distress. These clinical situations include types of 
practice setting, care delivery conflicts, and end-of-life situations. Moral distress among nurses 
has been intensively documented in acute care settings, especially critical care (Altaker et al., 
2018; Burston & Tuckett, 2012) and emergency care units (Zavotsky & Chan, 2016). However, 
there has been a growing recognition that moral distress can happen in any different healthcare 
setting (Pijl-Zieber et al., 2008), especially in situational conflicts during care delivery such as 
inadequate informed consent (Corley, 2002; Hamric, 2012), lack of truth-telling and giving false 
hope (Hamric, 2012). Much of this is associated with end-of-life care, providing unnecessary or 
futile treatment, or aggressive treatment not in the patient’s best interest (Hamric, 2012; Oh & 
Gastmans, 2015), inadequate pain relief and suffering (Corley, 2002; Mealer & Moss, 2016), 
inappropriate environment for the provision of palliative care (Burston & Tuckett, 2012). Most 
especially moral distress occurs during dilemmas associated with brain death (Corley, 2002), 





process with aggressive medical interventions (Corley, 2002; Mealer & Moss, 2016; Oh & 
Gastmans, 2015).  
Consequences of Moral Distress 
 Corley’s (2002) MDT suggests that moral distress has consequences for nurses, patients, 
and organizations. The impact on nurses and organizations remains widely studied outcomes in 
the literature. However, a gap exists in examining patient outcomes. 
Impact on Nurses. The consequences of moral distress on nurses can be categorized into 
four domains: physical, psychological, emotional, and professional. Physical symptoms reported 
in the literature are insomnia, headache, indigestion, and tachycardia (Huffman & Rittenmeyer, 
2012; Qalawa & Hassan, 2017). Psychological consequences of moral distress can include 
depression, anxiety, powerlessness, stress, psychological distress, anticipatory dread, low self-
esteem, demoralization, emotional exhaustion, depersonalization toward patients, and burnout 
(Burston & Tuckett, 2012; Mealer & Moss, 2016). In addition, examples of emotional effects are 
anger towards oneself, loneliness, bitterness, dismay, frustration, and emotional withdrawal 
(Burston & Tuckett, 2012; Huffman & Rittenmeyer, 2012). Lastly, moral distress can have a 
professional impact that affects a nurse’s ability to provide appropriate, patient care, perform 
expected job responsibilities, and decrease the amount of time spent with patients and families 
(Mealer & Moss, 2016). The ultimate professional consequences may be resignation, or worst, 
leaving the nursing profession (Oh & Gastmans, 2015). 
Impact on Patients. Few studies have addressed how moral distress affects patients 
(Lamiani et al., 2017). The MDT suggests probable effects to patients include increase pain, 
longer hospital stays, and inadequate and inappropriate care treatments (Corley, 2002). However, 





Impact on Organization. Moral distress is associated with organizational outcomes such 
as staffing patterns and economic costs. Staff impact can include job satisfaction, nursing 
retention, and staffing pattern. Moral distress is negatively related to job satisfaction (Huffman & 
Rittenmeyer, 2012) that can lead to high nurse turnover (Burston & Tuckett, 2012; Huffman and 
Rittenmeyer, 2012). This can have a deleterious effect on staffing patterns that can further 
exacerbate moral distress. The economic consequences of high nurse turnover, although not 
directly studied, include an increase in healthcare costs, decrease productivity, and thereby 
reducing the overall quality of care (Mealer & Moss, 2016). 
Interventions to Mitigate Moral Distress 
It is not likely that single interventions will be effective in preventing and treating moral 
distress in critical care nurses rather multidimensional interventions that address the critical care 
environmental culture are suggested to be more likely successful. There is a need for 
interventional studies to mitigate moral distress. Although limited there are two broad categories 
of interventions to reduce moral distress. These are interventions or practices that focus at the 
individual level and interventions that take a more collaborative approach.  
Individual Approaches. Several strategies can help an individual prevent and manage 
moral distress. Examples of strategies are ethics education, enhancing individual coping 
strategies, and the American Academy of Critical Care Nurses (AACN, 2019) framework for 
addressing moral distress. Among the individual approaches, ethics education is the most 
explored.  
Ethics education is thought to provide nurses with the tools for decision-making when 
faced with complex ethical dilemmas (Burston & Tuckett, 2012; Pijl-Zieber et al., 2008). 





critical situations, plans to reduce stress, and strategies to deal with moral distress was associated 
with a decrease in the experience of moral distress among nurses; these included nurses less 
distancing themselves from a critically ill patient and a significant decrease in negative feelings 
about the care provided to the patient (Beumer, 2008). In addition. nurses reported less anger, 
frustration, dread of going to work, and emotional withdrawal (Beumer, 2008). Ethics education 
can provide nurses a venue to develop coping skills thereby improving self-confidence and 
reducing fear to solve ethical issues encountered in their practice.  
Moreover, strategies to improve individual coping strategies such as providing 
mentorship (Pijl-Zieber et al., 2008), mindfulness-based stress reduction, self-reflections 
(Burston & Tuckett, 2012), professional networking, and journaling (Mealer & Moss, 2016). 
Although these strategies remained untested, these are reported to be a valuable option to 
improve nurses coping skills to reduce moral distress.  
The AACN ethics workgroup offers a framework for nurses is a tool to recognize and 
address moral distress in their practice environment. The framework is entitled, 4 As to Rise 
Above Moral Distress (AACN, 2019), and stands for ask, affirm, assess, and act (McCue, 2010). 
See Table 2.2 for description. A pilot study testing an educational intervention based on the 
AACN (2004) framework among ICU nurses resulted in positive outcomes such as decrease 
reports of moral distress, improve retention, and increase job satisfaction of critical care nurses. 
The intervention was a blended-learning training that included the AACN 4As, communication, 
and ethical reasoning skills, and personal action plans helped manage moral distress, aided 







Table 2. 2  
The 4A’s to Rise Above Moral Distress Adapted from AACN (2004) 
ASK Ask appropriate questions. 
“Am I feeling distressed” or showing signs of 
suffering? Is the source of my distress work-
related? 
Goal: You become 
aware that moral 
distress is 
present. 
AFFIRM Affirm your distress and your commitment to take care 
of yourself. 
Validate feelings and perceptions with others. 
Affirm professional obligation to act. 




ASSESS Identify sources of your distress. 
Recognize there is an issue but maybe ambivalent about 
taking action to change it. 
Analyze risks and benefits. 
Goal: You are ready to 
make an action 
plan 
ACT Take Action 
Implement strategies to initiate the changes you desire. 
Maintain Desired Change 




Collaborative Approaches. Collaborative approaches are strategies that aim to 
ameliorate the experience of moral distress by focusing on access to support resources, 
interdisciplinary collaboration, and approaches that promote a healthy practice environment to 
ameliorate the experience of moral distress. Access to support resources includes peer ethical 
support group (Burston & Tuckett, 2012; Rathert et al., 2015), supervisions and counseling 
(Lamiani et al., 2017), ethics or moral distress consultation services (Hamric & Epstein, 2017; 
Rathert et al., 2015), accessibility to a hospital-based ethics committee (Rathert et al.,2015), 
availability of palliative care education (Altaker et al., 2018; Burston and Tuckett, 2012), 





formal debriefings session for nurses after a morally charged encounter (Mealer & Moss, 2016). 
Interdisciplinary collaboration strategies include interdisciplinary dialogue and education 
(Burston &Tuckett, 2012), enhancing teamwork/team climate (Backhaus, et al., 2017; Lamiani et 
al., 2017), and conducting team unit-based ethics conversations and goals of care rounds 
(Lamiani et al., 2017; Wocial et al., 2017). Finally, the AACN (2004) recommends fostering a 
healthy working environment to recognize and manage moral distress. Fostering a positive 
practice environment approaches can include enabling a supportive organizational culture 
(Burston & Tuckett, 2012; (Lamiani et al., 2017), administrators investing in a positive ethical 
climate (Lamiani et al., 2017), promoting collegial relationship (Hiler et al., 2018), ensuring 
open communications with nurse managers (Rathert et al., 2015), and nurses involving in the 
development of end-of-life or futile care policies in the intensive care units (Mealer & Moss, 
2016). These strategies may seem appropriate and logical to implement; however, these 
strategies have not been rigorously evaluated for their effect on the experience of moral distress 
among nurses.  
Moral Distress in Long-Term Care 
Ethical Issues in Long-Term Care. To explore moral distress in LTCFs, it is essential to 
explore what ethical issues are faced by LTCF staff in their daily practice. A literature review 
was conducted and identified important areas as sources of ethical dilemmas, such as lack of 
communication with colleagues, and families, insufficient resources in the LTCF, and inability to 
provide quality care (Preshaw et al., 2016). A lack of communication during painful situations 
when a nurse is asked to carry out an ethically questionable task will lead to a conflicted 
experience for the nurse (Preshaw et al., 2016). In most LTCFs, physicians are not physically 





collaborative relationship. Nurses may feel like they know more about the resident’s wishes and 
needs but their views are not always acknowledged by the physician. Moreover, interactions with 
family members concerning sensitive topics such as pain management, avoiding unnecessary 
hospital admissions, life-prolonging treatments, and funeral arrangements can be sources of 
ethical conflicts for LTCF staff (Preshaw et al., 2016). Other sources of ethical dilemmas include 
insufficient resources, such as knowledgeable nurses, with the time to provide care for residents 
with dementia-related behavioral disturbances and end-of-life care (Preshaw et al., 2016). Lastly, 
fulfilling quality person-centered care has been perceived as challenging among nurses because 
of the strain on staffing and a perceived lack of support (Preshaw et al., 2016). Nurses report a 
focus on task-oriented care may result in not meeting the psychosocial needs of the resident. 
These challenges made nurses question their moral integrity surrounding the adequacy of their 
care of residents. These ethical issues increase the nurses’ vulnerabilities to experiencing moral 
distress.  
Sources and Effects of Moral Distress in Long-Term Care. Moral distress can occur 
across the healthcare continuum, including long-term care. There are certain conditions that pose 
a greater risk for moral distress within a long-term care environment, for example, human 
resource constraints, competing value systems (person-centered care versus task-oriented care), 
nurses’ role as a resident advocate, lack of administrative and managerial support, and lack of 
nurse-physician collaboration (Pijl-Zieber et al., 2008).  
Little is known about the moral distress of nurses working in long-term care 
environments. To date, most published studies were mostly preliminary, using qualitative 
methods such as interviews to investigate the sources and experiences of moral distress. Results 





Both frequency and severity of moral distress increased the number of times nurses spent at the 
bedside (Pijl-Zieber et al, 2018). 
Situational factors about moral distress experienced by staff in the LTCF occur in end-of-
life care which is similar to findings in the acute care settings (Cagle et al., 2017; Young et al., 
2017; Piers et al., 2012). The specific situation associated with moral distress in LTCFs includes 
care of residents with dementia (Awosoga et al., 2018; Pijl-Zieber et al., 2018; Spenceley et al., 
2017), suspected older adults abuse (Piers et al., 2012), and conflicts surrounding the use of 
restraints (de Veer, 2013). 
Personal factors reported in the literature among LTCF staff that influence moral distress 
include age, gender, race, ethnicity, type of nurse, employment type, shifts, years of work 
experience, number of working hours, and level of education (de Veer et al., 2013; Pijl-Zieber et 
al., 2008). 
Work factors that contribute to moral distress include poor communication (Young et al. 
2017; Spenceley et al., 2017), poor relationship with colleagues, families, and residents (de Veer 
et al., 2013), lack of team collaboration (Pijl-Zieber et al., 2008), and leadership failure 
(Spenceley et al., 2017). 
The effects of moral distress include physical, psychological, and professional effects. 
Physical effects include physical exhaustion and feeling “sick”. Psychological effects include 
being emotionally drained, feeling powerlessness, and engaging in unhealthy behaviors. Lastly, 







The nurse’s intent to stay, nurse practice environment, and moral distress are well studied 
in acute care settings; however, gaps remain in understanding these phenomena in LTCFs, 
including how each is measured. Furthermore, many LTCFs in the United States face significant 
problems with the quality of care, nursing retention, and nurse turnover.  
There is an increasing call among long-term care administrators and nurse managers to 
improve leadership support to long-term care staff and the nurse practice environment. Long-
term care nurses working in LTCFs are confronted with ethical conflicts in their daily practice 
that when not addressed, can lead to moral distress. A consistent finding in the research literature 
is that moral distress is negatively related to the nurse practice environment and negatively 
associated with the nurse’s intention to stay. On the other hand, studies about the nurse practice 
environment consistently demonstrate that it is positively related to the nurse’s report of intention 
to stay. To date, there is no published study that reports the relationship among the three 
concepts: moral distress, nurse practice environment, and intention to stay. In this study, we 
propose that the antecedent variable moral distress and the outcome variable intention to stay are 
mediated by the nurse practice environment. In conclusion, this review of literature affirms the 
need for research to better understand how components of the nurse practice environment such as 








This chapter provides details about the study’s methods. Specifically, it addresses the 
research design, participants, measurement, procedures, participants, data management, and data 
analysis.  
Research Design 
The study is a descriptive cross-sectional study of licensed nurses’ perceptions of their 
intents to stay, nurse practice environments, and levels of moral distress. Moreover, the study 
evaluated the relationships of intent to stay, nurse practice environment, and moral distress 
including the potential mediating effect of the nurse practice environment on intent to stay 
among those with high levels of moral distress. Descriptive research seeks to accurately portray 
the characteristics of a person, situations, or phenomena while a cross-sectional design is used to 
examine the association and determine predictive and outcome variables (Polit & Beck, 2019).  
Participants 
Sampling Frame. The study recruited via Facebook a U.S. national sample of licensed 
nurses who provide direct patient care in a long-term care setting. Certified nursing assistants 
were excluded because they are not licensed nurses and had different educational/training 
preparation. Nurse practitioners, on the other hand, were excluded because there were no data 
reported about the turnover rate and their number was small which could skew the data. Direct 
patient care means care of a patient that may involve any aspect of the health care of a patient, 
including medication and treatment administration, counseling, and education provided by an 
RN or LPN/LVN. This includes but was not limited to nurses working functionally as a charge 





nurse, and other special functions specified by their facilities. Also, clinical middle-level nurse 
managers or nurse supervisors were included since they also provide direct patient care in 
addition to their managerial roles. The 2017 nursing workforce nursing position setting classified 
RN and LPN/LVN in long-term care as working in LTCFs/extended care and separated assisted 
living facilities (ALFs), home healthcare (HH), and hospice as different settings (Smiley et al., 
2018). For consistency and representativeness in this study, the type of long-term care settings 
included LTACHs, IRFs, and SNFs while ALFs, HH, and hospice were excluded. Table 3.1 
presents a summary of the inclusion and exclusion criteria for potential study participants.  
Table 3. 1  
Inclusion and Exclusion Criteria 
 Inclusion Criteria 
 
Exclusion Criteria 
Type of Nurse Registered Nurse, Licensed 
Practical/Vocational Nurse 
Nurse Practitioner, Certified Nursing 
Assistant 
Role Provides Direct Patient Care Top-level management position such as 
director of nursing, assistant/associate 
director of nursing 
Health Setting 
Type 
Long-term Acute Care Hospital 
In-patient Rehabilitation 
Facilities 
Skilled Nursing Facility 




Sample Size Analysis. For power analyses of mediated models with structural equation 
modeling, I used two strategies to obtain sufficient statistical power. First, the sample size of 
other studies was used as a guide to estimate the sample size. The second was a statistical 





Using other studies as a guide, Fritz and MacKinnon (2007) for a test of joint significance 
of paths α and β in a meditational model provided a recommendation to determine the sample 
size required to conduct mediational studies with .8 statistical power. Based on this guideline, the 
sample required for this study was 159 licensed nurses. The sample size was recommended based 
on an estimated effect sizes of .26 for paths α and β, which is halfway between Cohen’s (1988) 
criteria of .14 (small) and .39 (medium) effect sizes.  Though no pilot data or simulations run for 
this study were available, .26 effect size was chosen based on effect sizes reported in the 
literature for the relations between intent to stay, moral distress, and the nurse practice 
environment. Effect sizes for nurse practice environment and moral distress ranged from .25 
to .48 (Hiler et al., 2018; Lawrence, 2011; McAndrew et al., 2011). Effects sizes for moral 
distress and intent to stay ranged from .18 to .24 (Karanikola et al., 2014; Pijl-Zieber et al., 
2018). Lastly, the nurse practice environment and intent to stay range from .38 to .87.  For 
structural equation modeling analysis, there is no consensus on the sample size estimates. Some 
existing guidelines have been proposed; Boomsma (1985) suggests a number between 100 to 200 
samples while Bollen (1989) and Nunnally and Bernstein (1994) recommending at least 10 cases 
per variable. The rule of thumb to use approximately 150 cases comes from generally how much 
variance there is in social science research. It comes from analyses that assume normality, 
independence of measurements, and homoscedasticity.  
Another strategy is to use a statistical technique called bootstrapping to make more 
precise estimates in analyses. The primary reason for conducting a priori power analysis was 
because we assume the data were a sample from a normal population distribution requiring the 
need to check how well the analyses will accommodate assumptions of normality, 





“population” parameters through bootstrapping, thus provided the study with good estimates of 
effects without the need for power analyses. In this study, the upper limit of participants' 
enrollment in this dissertation study was set at 350 respondents. 
Sampling Method. Participants were recruited via the snowball sampling method. 
Snowball sampling is a method of convenience sampling using a chain-referral technique that 
accumulates data through existing social structures in which each member of the social network 
known as “gate-keepers” establishes connections with other contacts in their network and 
distributes invitations (Polit & Beck, 2019). Snowball sampling has been primarily used in social 
science research to access marginalized populations or subpopulations that are difficult to recruit 
by traditional methods due to their small size, trust issues, or sensitivity of the topic, for example, 
prostitutes, homeless, individuals with HIV/AIDS, members of the LGBT community, illicit drug 
users, immigrants, and those with pregnancy-related issues, etc. (Bethel et al., 2021; Kosinski et 
al., 2015; McAleese et al., 2016; Pötzschke & Braun, 2017). 
The rationale for the snowball sampling technique in this study included the following. 
First, several long-term care nurses specifically LPNs/LVNs were not required or do not belong 
to a professional organization making them a very difficult population to access. Second, 
LTCF’s, particularly nursing homes, are associated with a negative public image thus making 
long-term care nurses arguably a marginalized or oppressed population compared to their peers 
in other healthcare settings (Armmer & Ball, 2015; Olender, 2017). Third, the nature of the study 
concerning the nurse practice environment of long-term care nurses was sensitive to both labor 
unions and facility administrators. Getting support from the facility administrator, director of 
nursing, and labor union representative for this study was nearly impossible because of 





snowball sampling was determined to be the most appropriate method to gain access to this 
marginalized group of nurses. 
Procedures 
Following CUNY/Hunter Human Research Protection Program (HRPP) approval, data 
were collected for over three months using Facebook social media as a tool to collect 
information through the snowball sampling method. Facebook is a social networking site that 
makes an individual easily connect and share information with their family and friends online 
(Kosinski et al., 2015). Facebook is the world’s largest social network, with more than 3 billion 
users worldwide (Facebook, 2020). Participants accessed the study instruments via a web-based 
survey provided by Qualtrics Survey software. 
Initially, a Facebook page was created with the title “Nurses’ Station in Aging and Long-
Term Care Research.” A study description and contact details were created before recruitment. 
Participants were recruited through both a paid Facebook advertisement (Kosinski et al., 2015; 
Pötzschke & Braun, 2017) and a free Facebook advertisement (Bethel et al., 2021; Kosinski et 
al., 2015; McAleese et al., 2016). Both recruitment strategies used snowball sampling, as users 
liked, shared, or circulated the link to others.  
Paid Facebook Advertisement (Ad). A Facebook paid advertisement was created 
following instructions by Facebook (Facebook, 2020). First, the objective for this ad was 
selected which was “awareness and reach” to licensed nurses working in long-term care. Second, 
Facebook allows you to select the targeted audience. In this study, the location was set in the 
United States. The age range included 18 to 65 years. Limiters were set to English (US) 
language. Keywords included “Nursing home care”, “Nursing,” “Licensed practical nurse 





care,” “Registered nurse,” “Filipino NURSES,” “National Nurses United for LVN,” “LVN/RN or 
LVN Program,” “Licensed Vocational Nurse (LVN),” or “LVN-Charge Nurse.” The audience 
size based on the above criteria yielded a potential daily reach of 288-837 people. Audience size 
is an estimate of those eligible to see the ad. It is based on the targeting criteria ad placement on 
the webpage as well as how many people were shown ads on Facebook apps and services in the 
past 30 days. This is not an estimate of how many people will see the ad, and the number may 
change over time. It is also not designed to match population or census estimates (Facebook, 
2020). The daily budget for the advertisement cost was $5.00. The paid advertisement runs for 1 
month which costs a total of $150.00. The length of time to run the Ad was adjusted based on the 
need of the study. A pre-formatted Ad was selected to optimize the best visual image that attracts 
the target audience. Finally, Facebook allowed the researcher to measure and manage the 
advertisement based on on-track performance and metrics. 
Free Facebook Advertising. To complement the paid advertising, the study searched for 
potential and existing Facebook groups that met the study criteria for the participants. To 
increase enrollment in an online study, the following strategies were recommended: seeking 
formal relationships with professional organizations as sponsors or supporters, providing 
meaningful incentives to participants, keeping surveys or questionnaires as short as possible, and 
planning multiple follow-up contacts to participants (Surdam et al., 2019). The investigator 
contacted the online group administrator and sought means to establish a relationship to obtain 
permission and support for the study. The group administrators control the content and the 
membership of the groups.  Groups can be “open” (anyone can join and invite anyone else to 
join), “closed” (administrators must approve requests of non-members who desire to join the 





administrators can send mass messages to all group members in groups that do not exceed 5,000 
members (Bethel et al., 2021). Potential groups included the following: “American Association 
of Post-acute Care Nursing”, “1199 SEIU”, “National Association of LPN”, “Skilled Nursing 
Long Term Care RN Jobs”, “Skilled Nursing Facility Professional Network”, “NAAP Skilled 
Nursing Resource Group”, and “LPNs Are Nurses Too”. 
After getting approval, a survey advertisement link was sent to the online group 
members. The survey advertisement comprises of the following: a title ("Nurses! Let’s Improve 
Long-Term Care. Here is how to make a difference."), an image (nurses working as a team or a 
nurse caring for an older individual), the main text ("Researchers are looking for licensed nurses 
who provide direct patient care in a long-term care setting to complete a 30-minute survey. You 
can go into a drawing to win a $100 Amazon gift card!"), and the survey link. A message was 
included to encourage group members to send the survey link to other friends who were not 
members of the group, including those who do not have Facebook profiles. 
Once the potential participants clicked on the survey link, they were directed to a web-
based survey software. The survey was developed with Qualtrics Survey software (Qualtrics 
CoreXM™). An internet-based informed consent script (Appendix F) appeared to provide 
information about the description of the study, participants’ rights and researcher’s contact, and 
the eligibility criteria. To complete the study, participants self-reported that they met the 
eligibility criteria. The survey had four parts. The first part included nurses’ self-report 
perception of the nurse practice environment. The second part asked about their intent to stay 
perception. The third part included reports of a moral distress situation. The last part asked about 
the nurses’ personal demographic questions of the participants. There was a total of 70 questions 





complete the survey.  At the end of the questionnaire, participants had the opportunity to enter 
the lottery to receive a $100 Amazon electronic gift voucher, which was provided to 20 
participants. Furthermore, each participant was limited to winning one gift card. They were 
instructed to send an email to the study principal investigator. Thus, the participant’s survey 
responses were not linked to their email. 
Measurement 
A search of the database APA PsychNET and reference list checking was done to identify 
research instruments that measure the concepts of moral distress, the nurse practice environment, 
and intent to stay. Appendices B and C provide a summary of the instruments available in the 
literature and their psychometrics.  
Nurse Practice Environment. The nurse practice environment was operationalized by 
the Direct Care Staff Survey (DCSS). The DCSS was developed by Temkin-Greener et al., 
(2009) to measure the LTCF practice environment and perceived work effectiveness. It was 
adapted from a previously validated study concerning interdisciplinary team performance in a 
long-term care setting (Temkin-Greener et al., 2004). Questions meaningful in the LTCF 
environment were retained and simplified to suit the higher proportion of respondents with lower 
educational levels. From a total of 59 items, 3 items were discarded because questions were not 
deemed relevant to their domains. Permission to use the tool from the authors was obtained 
(Appendix E). 
 Dimensions. The DCSS was created with the intent of measuring five domains: 
leadership (10 items), communication & coordination (15 items), conflict management (7 items), 





Domain 1: Leadership. This domain is intended to measure the degree to which 
supervisors: are perceived as helping to develop staff capabilities to solve problems, set and 
communicate clear goals and expectations facilitate their implementation, and are responsive to 
changing needs and expectations. The items are Part A items 1-10. 
Domain 2: Communication & coordination. This domain seeks to measure the degree to 
which workers believe: they are free to speak without fear of repercussion, in the accuracy and 
consistency of information they receive from others, resident information is relayed promptly 
and accurately, work activities are coordinated, and face to face interactions are perceived as 
effective. The items are Part B items 17, 18, 21, 22, 23, 24, and 25; Part C items 26, 27, 28, 29, 
30, 31, 32, and 33. 
Domain 3: Conflict management. The third domain measures the degree to which parties 
to a disagreement actively communicate and if necessary, seek other expertise to resolve disputes 
and bring about the best possible solution; disagreements are ignored, disagreements are brought 
to the attention of supervisors for resolution. The items are Part B item 15; Part C items 34 and 
37; Part D items 39, 41, 45, and 46. 
Domain 4: Staff cohesion. This domain intends to measure the degree to which workers 
share common goals and values, identity with their nursing home, and feel part of a team. The 
items are Part B items 11, 12, 13, 14, 16, 19, and 20. 
Domain 5: Perceived work effectiveness. This domain measures the perceived 
effectiveness of the facility with regards to the technical quality of resident care and the ability to 
meet resident and family care needs and outcomes. The items are Part C items 35 and 36; Part D 





Scoring. The Direct Care Staff Survey was scored on a 5-point Likert scale (1=strongly 
disagree to 5=strongly agree) with higher scores indicating a better practice environment. Total 
scores range from 56 to 280. 16 items were negatively scored: Part A items 5, 7, 9, and 10; Part B 
items 12, 17, 18, 21, and 25; Part C items 28, 29, 32, 33; Part D items 39, 41, and 45. 
Validity. Construct validity using multivariate regression with fixed effects analyses 
supported in that leadership, communication, coordination, and conflict management are positive 
and significant predictors of team cohesion and team effectiveness (Temkin-Greener et al., 
2004). Also, factor loadings range for all but 2 of the 56 items ranged from 0.366 and 0.827. Two 
items with values slightly below 0.300 were kept because they provide a theoretically 
meaningful fit. Discriminant and convergent validity demonstrate high correlations between 
items in the same domain and low correlation between items across domains (Temkin-Greener et 
al., 2009). 
Reliability. Temkin-Greener et al. (2004) surveyed LTCF nursing staff (RN, LPN, CNA) 
of which overwhelmingly are female and white found that the Cronbach’s alphas range from 
0.76 to 0.89 for the domain subscale scores, which demonstrates good-to-high reliability for all 
domains of the team process and performance effectiveness. In a study with similar population 
published in 2009, Temkin-Greener et al. reported Cronbach’s alphas ranging from 0.73 to 0.87, 
indicating good to high reliability. 
Intent to Stay. Intent to stay was operationalized as scores on the single items (nurses’ 
intent to stay in their current organization, the nursing profession, and the long-term care setting) 
guided by WE-THRIVE general question “What is your perception regarding your job future?” 
The study adopted the WE-THRIVE (Worldwide Elements to Harmonize Research in Long-





in LTCFs’ one item question “I intend to stay in this organization for the next 12 months” 
(Zúñiga et al., 2019). The one item question was derived from a review of the literature regarding 
measurements of intention to stay applied in staff surveys LTCFs’ (Zúñiga et al., 2019). To gain a 
global perspective about nurses’ intents to stay (Chen et al., 2015), two items were added for this 
dissertation study to capture the behavioral intent of nurses to stay in the nursing profession and 
the long-term care setting.  
Dimensions. The instrument is a three-item question measuring behavioral intent to stay 
in the organization, the nursing profession, and the long-term care setting. 
Scoring. The intent to stay was scored on a 5-point Likert scale (1=strongly disagree to 
5=strongly agree) with higher scores indicating a stronger intention to stay. Total scores range 
from 3 to 15. 
Validity and Reliability. For a single item there is no reason to expect a validity and 
reliability scores to be reported. The modified 3-item ITS was investigated as part of the aim of 
the study. 
Moral distress. Moral distress was operationalized in this study by the Moral Distress 
Questionnaire (MDQ). The MDQ has been constructed to measure the intensity of moral distress 
within daily care in different health care settings as opposed to previously developed 
questionnaires that measure moral distress in a specific type of environment like acute care 
settings. The MDQ was developed by de Veer (2013) based on an investigation of the 
determinants of moral distress in daily nursing practice.  The 23 -items list morally distressing 
situations. The original version was written in Dutch and was administered among Dutch nursing 
staff. The instrument was derived from six qualitative interviews, a review of the literature, and 





was obtained (Appendix D). The questionnaire was translated from Dutch to the English version. 
The content validity was supported by three expert nurses with advanced degrees (Ph.D.), two of 
whom were bilingual (Dutch and English), to ensure items were pertinent to the American long-
term care context. The investigator administered the questionnaire to 10 nurses working in long-
term care in the U.S. to receive feedback regarding the clarity of the items and their applicability 
to the situations common in the U.S. long-term care setting. Two items were dropped after a 
review of the feedback. First, with regards to the care provided, “Should I ask my client to 
request for more care than is required, in order to get authorization for broader care indication? 
(You and the client would need to exaggerate the need of care to get more authorization).”  
(MDQ6). Second, with regards to your colleagues, “Will I work longer so that tasks are not done 
by an unauthorized person?” (MDQ8). 
Dimensions. The MDQ has four domains: (1) with regards to the care nurses provided (7 
items), (2) with regards to nurses’ colleague (8 items), (3) with regards to protocols, standards, 
and reporting (4 items), and with regards to doctors and family (4 items). Two items were 
subsequently removed in this study providing a total of 21 items. 
Scoring. Moral distress was scored based on intensity. The intensity was scored on a 4-
point Likert scale with higher scores indicating greater distress (1=not distressing and 4=very 
distressing). Scores range from 23 to 92. 
Validity. The content validity was judged by five experts: a registered nurse (RN) 
specialized in nursing ethics, an RN specialized in nursing research, and three experts in ethics 
within health care. Initially, 24 items were included but after administering to 365 nursing staff 





Reliability. The MDQ is an internally consistent scale as demonstrated by the coefficient 
Cronbach’s alpha of 0.90 (de Veer et al., 2013). 
Covariates. Individual characteristics contributing to turnover intention include age 
(Collier & Harrington, 2008), gender (Tummers et al., 2013), nurse type (Donoghue, 2010), 
educational attainment (DiMattio & Spegman, 2019; Halter et al., 2017), and wage satisfaction 
(Halter et al., 2017; McHugh & Ma, 2014). 
In this study age, was measured in year; gender was recorded as male, female, or others; 
race and ethnicity were based on US census bureau criteria; licensed nurse type was recorded as 
RN or LPN/LVN; the U.S. State currently practicing as a nurse; employment status was 
described as full-time, part-time, or per-diem; shifts worked included day shift, evening shift, 
night shift or mixed shifts; and work experience at the current facility, as a nurse, and in long-
term care were measured based on the length of time respondents had been employed at their 
current facility, in the nursing profession, and long-term care. Nurses were asked if they were 
working in more than one facility. The educational level in nursing was categorized as follows: 
diploma, vocational, associate, baccalaureate, Master’s, post Master’s certificate, doctoral degree 
in nursing, or specification of any degree obtained in another field and country where basic 
nursing education occurred.  
Facility characteristics contributing to turnover intention included type of setting and/or 
unit (Gaudenz et al., 2019), facility size (Castle et al., 2007), and facility ownership (Burmeister 
et al., 2019; Sasso et al., 2019). 
In this study, the type of long-term care setting was specified as LTCACH, LTCHs, IRFs, 
or SNF; the nursing unit assigned was categorized as hospice, certified dementia, long-term, 





beds; and the facility ownership information was reported based on CMS criteria as private for-
profit corporations, non-profit corporations, religious affiliated organizations or government or 
public entities. In addition, wage satisfaction and labor union affiliation were asked. 
Participants 
Human subjects’ approval was sought from the Human Research Protection Program 
(HRPP) of the City University of New York/Hunter College. The study was approved by the City 
University of New York, University Integrated Institutional Review Board, New York, United 
States (IRB File#2020-0671). 
All study participants were provided with study information electronically before 
beginning the survey. Participants were informed that clicking on the survey link was considered 
implied consent. All responses were anonymous and no personal identifying information was 
collected, thus, participation in the survey involves minimal risk to the participants. In addition, 
Qualtrics is GDPR (General Data Protection Regulation) compliant and provides technology that 
enables customers to be GDPR compliant. 
Pilot Survey 
Pilot testing is a pre-procedure done before the actual survey, where a smaller sample size 
is used for testing the survey (Polit & Beck, 2019). This study conducted a pre-testing of 10 
nurses. The purpose of this pilot survey was to assess the content of the Facebook page and 
survey advertisement, assess the procedures for participant recruitment for both Facebook paid 
ad and free Facebook ad, check data collection processes to ensure the appropriate links were 
sent and received, determining whether or not the target audience understands the survey 
instructions and questions, ease of use and issues associated with Qualtrics Survey software, 





actual survey, the time required to complete the survey and finally review if the answers were 
recorded correctly in the Qualtrics Survey software. The pilot study participants completed the 
survey and were asked to complete a pilot feedback questionnaire at the end (Appendix H). 
Data Management Plans 
Qualtrics Survey software, a web-based survey tool, collected all responses and only the 
investigator had access to the data. Qualtrics is protected by high-end firewall systems, and scans 
are performed regularly to ensure that any vulnerabilities are quickly found and patched. 
Qualtrics uses Transport Layer Security (TLS) encryption (also known as HTTPS) for all 
transmitted data. The surveys were protected with passwords and HTTP referrer checking. 
Qualtrics is hosted by trusted data centers that are independently audited using the industry-
standard SSAE-16 method. Survey response data were transferred into a statistical package for 
social sciences (IBM SPSS) version 27.0 and SPSS Amos version 27.0 for analysis. The 
investigator downloaded the file and stored the password-protected file on the investigator’s 
computer that was protected by user-id/ and password. Additionally, McAfee, a relatively low-
quality anti-virus and firewall product was used to protect the computer from internet threats. 
Only the investigator, faculty sponsor, and statistician had access to the data.  Data remained in a 
file in the researcher’s computer and will be kept for at least three years and will be kept in the 
strictest confidence in a locked office. 
Data Cleaning. Data cleaning helps ensure that incorrect data or missing data is either 
removed and corrected. The researcher made every effort during data preparation to avoid 
missing data by reviewing the survey instruments and performing a pilot survey. Also, Qualtrics 
Survey software has the function to force responses to answer the questions to make sure there 





with careful preparation, missing data can occur and is a common problem in survey research 
(Heymans, 2015). Thus, planning to handle missing data was crucial in the study. In this 
dissertation study, the missing data were handled as follows: First, the researcher in consultation 
with a statistical expert analyzed the mechanisms of missing data and their implication in the 
study. This was conducted by manually inspecting the missing values in the online questionnaire 
(data missing is a single item, several items, a full questionnaire, or a single variable), 
understanding patterns of the missing values in relation to variables, and then running the 
explore and analyze missing data function of SPSS version 27.0 software. Missing data can be 
random or non-random. The random missing values can occur because the subject accidentally 
did not answer some questions while non-random missing values can occur because subjects 
purposefully do not answer some questions (Heymans, 2015). Furthermore, Rubin (1976) 
categorizes the type of missing data as missing completely at random (MCAR), missing at 
random (MAR), and missing not at random (MNAR). On review, it was determined that some 
missing data were missing completely at random. The data had a missing rate of 3% which was 
determined to be inconsequential to the study. Second, SPSS version 27.0 had the default option 
of not including cases with missing values when running the analyses (e.g., listwise deletion and 
pairwise deletion). The use of these default options was carefully reviewed because it can 
hamper the reliability and accuracy of the results. Third, imputation of missing data was 
justifiable. The study evaluated the appropriate imputation method. It can be a single imputation 
(e.g., replacement by the mean, by values from the regression, or expected maximization and 
stochastic regression imputation) or multiple imputation method (the value is imputed several 
times based on more datasets and random draws of different estimations of the source 





impute the missing data. Finally, a sensitivity analysis was performed to determine how 
substantive results were when missing data were handled. 
Analysis Plan for Research Questions 
A statistical package for social sciences (IBM SPSS version 27.0) was used for statistical 
analysis.  IBM SPSS Amos version 27.0 was used to perform structural equation modeling 
(SEM). Using SEM, SPSS Amos created models to test hypotheses and confirmed relationships 
among observed and latent variables moving beyond simple linear regression to gain additional 
insight. 
For descriptive statistics (frequency, percentages, measures of central tendency such as 
mean, median, standard deviation, confidence interval), tests of normality were analyzed. For 
inferential statistics, possible tests include correlation and regression statistical tests.  A one and a 
two-sided α <0.05 was considered statistically significant in this study. 
A mediation model aims to identify and explain the process of how and why a potentially 
mediating variable influences the outcome via the inclusion of a third variable, known as a 
mediator variable (Fairchild & MacKinnon, 2009). Although mediation analysis can be tested 
indirectly and imprecisely by, for example, a set of analyses of variance (ANOVAs), ANOVAs 
make assumptions that are often violated in mediation context, especially the portioning of 
variance (since ANOVAs assume distinct sets of input and output variables whereas variables in 
mediation analyses in SEMs can serve as a predictor for one set of analyses and criteria for 
another). Many currently believe that the best way to test mediation is by SEMs, which are a 
very general, powerful multivariate technique. SEM uses a conceptual model, path diagram, and 
a system of linked regression-style equations to capture complex and dynamic relationships 





fundamentally different from regression. In a regression model, there exists a clear distinction 
between outcome and predictor variables. In SEM, however, such concepts only apply in relative 
terms since the outcome variable in one model equation can become a predictor variable in other 
components of the SEM system (Gunzler et al., 2013).  
1. Does the nurse practice environment mediate the relationship between moral 
distress and the intention to stay among licensed nurses working in institutional 
long-term care? 
Fairchild and MacKinnon (2009) suggested the following steps to analyze 
mediation effects such as wether the nurse practice environment mediates moral distress 
and intention to stay. The first step involves performing simple linear regression to 
determine statistical significance demonstrating linear relationships among all three 
variables, i.e., moral distress and nurse practice environment, nurse practice environment 
and intention to stay, and finally, moral distress and intention to stay.  Establishing good 
evidence that there are indeed relationships between the variables allows one to then 
investigate whether they also suggest a mediated relationship. Therefore, once linear 
relationships were established between all three variables, multiple regression was 
performed with them. The predictor variables were the nurse practice environment and 
moral distress and the outcome variable was nurse’s intent to stay. We then examined the 
p-values of the predictor variables.  
The primary hypothesis of interest in our mediation analysis is whether the effect 
of moral distress on the outcome intent to leave can be accounted for at least in part by a 
path mediated by the nurse practice environment. To test this mediation effects, a 





First, the study compared how well a model that includes no mediating effect fits the 
data, comparing this to a null model that assumes no relationships between the variables 
(Gunzler et al., 2013). This first test assessed whether there was a significant, direct effect 
of moral distress on nurses’ intention to stay. 
Next, I tested whether there is evidence for a mediating effect of nurse practice 
environment on the relationship between moral distress and intent to stay. To do this, I 
compared how well a model assuming this mediation fits that data compared to the 
previous model that does not assume a mediating effect of the nurse practice 
environment. In these models, I used bootstrapped estimates of distributions and 
variances to examine the effects (Gunzler et al., 2013). 
Mediated relationships can be full or partial. A fully-mediated relationship means 
that the effect between two constructs is wholly explained by the path through the 
mediator; a partially-mediated relationship means that there is still a significant 
relationship between the predictor and criterion even after a significant mediator is 
accounted for (Gunzler et al., 2013). In this study, a fully-mediated model would indicate 
that moral distress has no direct effect on the outcome intent to stay after accounting for 
the mediating effect of the nurse practice environment. A partially-mediated relationship 
would mean the mediator (the nurse practice environment) only mediates part of the 
effect of moral distress on the intent to stay; in other words, moral distress has some 
residual, direct effect on the intention to stay even after the mediator is introduced into 
the model. 
2. Do the Intent to Stay Questionnaire, Direct Care Staff Survey, and Moral Distress 





nurse practice environment, and moral distress among licensed nurses working in 
institutional long-term care? 
Reliability analysis was used to determine internal consistency. I examined the 
relationships between the items and how they currently come together as a scale by 
examining how items contribute and relate to each other. Cronbach’s α for ITS, DCSS, 
and MDQ were reported. The recommended value is between 0.5-0.8 for instruments that 
compare groups of people and that have more than about a dozen items. Also, 
confirmatory factor analyses of the ITS, DCSS, and MDQ were conducted to assess 
whether measures of a construct were consistent with the study’s assumptions of the 
phenomena. The fits of the proposed models for the DCSS and MDQ were evaluated 
using the following indices: ratio of chi-square to degrees of freedom (CMIN/DF), 








This chapter presents the descriptive data concerning the characteristics of the 
participants as well as analyses of the survey regarding the intent to stay, nurse practice 
environment, and moral distress of long-term care nurses. The presentation of the results and 
findings is presented according to the research questions. 
The Participants 
Nurse Characteristics. A total of 215 registered and licensed practical nurses 
participated in this study from December, 2020, to February, 2021. Nurse characteristics are 
summarized in Table 4.1. The mean age of participants was 40.5 years, with an average of 10 
years of work experience as a nurse. The majority of the participants were female (n=180, 
83.7%), White (n=160, 74.4%), and a licensed as practical nurse or vocational nurse (n=115, 
53.5%). Registered nurses accounted for 39.1% with most of the respondents attaining either a 
bachelor’s degree in nursing (n=67, 31.2%) and an associated degree in nursing (n=56, 26%). 
Over one-quarter (26.5%) of the nurses were from the northeast region and 27.9% hailed from 
the western region of the United States. In addition, nurses had an average of 3.6 years working 
in their current facility and 8.7 years working in long-term care. 
Table 4. 1  
Nurse Characteristics 
Variables n % M SD 
Age (years)   40.5 11.8 
Number of years employed at the current facility     3.6   4.4 
Number of years working as a nurse   10.0 12.7 





   21 
180 
 











Native American/Alaska Native 
Asian 















Hispanic or Latino 
Not Hispanic or Latino 
 
    5 
195 
 
  2.3 
90.7 
  
Type of Nurse 
Registered Nurse 
Licensed Practical Nurse/Vocational Nurse 
 






U.S. Region currently practicing 
            Northeast 
            Midwest 
            South 












The highest educational level in nursing 
Diploma in nursing 
Vocational degree in nursing 
Associate degree in nursing 
Baccalaureate degree in nursing 
Master’s degree in nursing 
Post Masters Certificate 
Ph.D., DNP, or equivalent in nursing 
















  5.1 
  0.5 
  1.9 
  2.5 
  
 
Work Characteristics. Table 4.2 provides information on the work characteristics of the 
nurses. Almost all (n=184, 85.6%) nurses were working full-time, while only 7% were in part-
time or per-diem positions. The most frequently reported shift worked was the day shift (n=125, 
58.1%). Most participants work only in one facility (n=137, 63.7%) with some (n=60, 27.9%) 
working in more than one facility. In general, the nurses are somewhat satisfied (n=54, 25.1%) to 
extremely satisfied (n=62, n=27.9%) about their salary or pay with a high mean rating of 3.53 






Table 4. 2  
Work Characteristics of the Nurses 
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85.6 
  2.8 
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  25 
  32 
 
58.1 
  7.9 
11.6 
14.9 









Salary or Pay Satisfaction 
Extremely satisfied 
Somewhat satisfied 
























Note. Salary or pay satisfaction mean is 3.53 with a standard deviation of 1.4 on a 5-point scale 
with 5 representing “extremely satisfied.” 
 Healthcare Facilities Characteristics. The healthcare facilities' characteristics are 
presented in Table 4.3. More than half of the participants (n= 115, 53.5%) worked in skilled 
nursing facilities (SNF) or nursing homes with most assigned to a long-term care unit (n=116, 
54%). The majority of nurses worked in facilities that had a medium bed capacity of 50 to 100 
beds (n=63, 29.3%) or 101 to 250 beds (n=79, 36.7%), of which 43.3% are private for-profit 







Table 4. 3  
Healthcare Facilities Characteristics 
Variables n % 
Health Setting Type 
Long-term Acute Care Hospital  
(LTCACH, LTCHs) 
In-patient rehabilitation facilities (IRFs) 
Skilled Nursing Facilities (SNF)/Nursing Home 
 
  19 
 
  63 
115 
 






Certified Dementia Unit 
Long-term Unit 
Subacute/Rehab Unit 
Do not know 
 
   3 
   9 
116 
  54 
  15 
 
  1.4 
  4.2 
54.0 
25.1 
  7.0 
Bed Capacity 




Greater than 500 
Do not know 
 
  14 
  63 
  79 
  23 
  16 
    2 
 




  7.4 
  0.9 
Ownership information 
Private for-profit corporations 
Non-profit corporations 
Religious affiliated organizations 
Government or public entities 
Do not know 
 
  93 
  53 
    6 
  35 




  2.8 
16.3 
  4.2 
 
Predictors and Outcome Variable Description  
Table 4.4 describes the nurses’ practice environments, levels of moral distress, and intents 
to stay of long-term care nurses. Overall, the respondents’ rating of 3.46 (SD=0.45) on the 
aggregate Direct Care Staff Survey (DCSS) indicated a relatively favorable view of their nurse 
practice environment. Moreover, all five domains of the nurse practice environment were 
similarly rated with a range of 3.36 to 3.74. The level of moral distress reported had a low mean 
rating of 1.98 (SD=0.52). The subscale with regards to doctors and family (M=2.09, SD=0.70) 





that may cause moral problems to them. Finally, nurses reported a high mean rating score of 
3.91(SD=1.06) indicating a strong intention to stay. Specifically, participants reported a very 
high mean rating on their intent to remain in the nursing profession (M=4.26, SD=1.14) and 
long-term care setting (M=3.82, SD=1.39). 
Table 4. 4 
Nurse Practice Environment, Moral Distress and Intent to Stay 
Variables (scale range) M SD 
Nurse Practice Environment (1-5) a 
             Leadership 
             Communication & coordination 
             Staff cohesion 
             Conflict Management 













Level of Moral Distress (1-4) b 
            With regards to the care provided 
            With regards to co-workers 
            With regards to doctors and family 











Intent to stay (1-5) c 
            Organization 
            Nursing profession 









a Measured with Direct Care Staff Survey (DCSS), scores range from 1 to 5 with higher scores 
indicating a more positive practice environment. b Measured with Moral Distress Questionnaire 
(MDQ), scores range from 1 to 4 based on intensity with higher scores indicating greater distress. 
C Measured with Intent to Stay (ITS), scores range from 1 to 5 with higher scores indicating 
stronger intention to stay.  
 
Many participants responded to the open-ended question regarding major reasons for 
leaving their job. Table 4.5 describes the major reasons for nurses leaving their job. Most nurses 
reported the following as the top three reasons for leaving their job: being concerned about job 
stress, burnout and emotional exhaustion (n=105, 48.8%), being unsatisfied with the work 






Table 4. 5  
Reasons for Leaving Job 
Major reasons for leaving their job n % 
I am concerned about the lack of opportunities for advancement 51 23.7 
I am unsatisfied with the leadership of senior management 93 43.3 
I am unsatisfied with the work environment/culture 88 40.9 
I want a more challenging work 38 17.7 
I am unsatisfied with the compensation/benefits 76 35.3 
I am unsatisfied with the rewards/recognition for my contribution 62 28.8 
I am unsatisfied with my current workload 74 34.4 
I am concerned about job stress, burnout, and emotional exhaustion 105 48.8 
I am concerned about my COVID-19 experience   49 22.8 
 
Research Question 1. Does the nurse practice environment mediate the relationship between 
moral distress and the intention to stay among licensed nurses working in institutional long-term 
care? 
Structural Equation Modeling Analysis. The study hypothesized that the nurse practice 
environment would mediate the effects of moral distress on intent to stay. Observed variables 
included moral distress as measured by the MDQ scale, nurse practice environment as measured 
by the DCSS, and intent to stay as measured by the ITS (Figure 4.1). Table 4.6 shows the 
different hypotheses and significance tests of each. Moral distress had a significant negative 
association with nurse practice environment (β = -0.41, p<0.001) while nurse practice 
environment had a significant positive association with intent to stay (β = 0.46, p <0.001). On the 
other hand, moral distress had a significant moderate negative association with intent to stay (β = 
-0.20, p <0.001).  Results of the multiple linear regression indicated that there were collective 
significant relationships between the moral distress, nurse practice environment, and intent to 





and indicated that nurse practice environment (t = -7.54, p = <.001) and moral distress (t = -3.20, 
p = .002) were significant predictors in the model. 
Table 4. 6  










tailed) Lower Upper 
MDQ → NPE a -0.41 -0.53 -0.29 0.172 <0.001 
NPE → ITS b  0.46  0.34  0.57 0.296 <0.001 
MDQ → ITS c -0.20 -0.33 -0.59 0.151 <0.001 
a Hypothesis 1: Moral distress is negatively associated with the nurse practice environment.  
b Hypothesis 2: Nurse practice environment is positively associated with intent to stay. 
c Hypothesis 3: Moral distress is negatively associated with intent to stay. 
 
Table 4.7 summarizes the results of the various effects of moral distress on intent to stay 
as mediated by the nurse practice environment. The direct effect refers to the directional relation 
known as a path between two variables without also going through one or more other variables. 
The indirect effect refers to the relation between two variables via one or more intervening 
variables called mediator(s). On the other hand, total effect refers to the outcome explained by 
indirect effects and direct effects. Indirect effects were used to test for mediation. The 95% 
confidence intervals for the indirect effects were estimated with bootstrapping using 1000 
iterations; bootstrapped confidence intervals allow for unbiased estimates for even non-normal 
data and are typically more robust against such violations than, e.g., traditional t-tests (Cheung, 
2009). When the 95% confidence interval does not contain 0, it can be inferred that a meaningful 
indirect effect exists or being less than or greater than zero (upper or lower bound respectively, 
not overlapping zero) if a test for directionality is tested. 
The calculated total effect of moral distress on intent to stay was -0.39 (p=0.002) while 





significantly smaller than that of the total effect (i.e., the β-weight for the direct effect, -0.20, was 
not within the bootstrapped 95% confidence interval for the β-weight for the total effect (CI: -
0.50 – -0.26). This supports the conclusion that there is more to the relationship between moral 
distress and intent to stay than is accounted for in the direct effect—namely that there may be an 
important and interesting mediating effect of the nurse practice environment. 
To investigate whether the mediating effect of the nurse practice environment was 
significant, I calculated the value and bootstrapped confidence interval for the indirect effect; the 
β-weight for this indirect effect was -0.19, and this effect was found to be statistically significant 
(p=0.001). Based on this analysis, it is inferred that the nurse practice environment is a mediating 
variable between moral distress and intent to stay.  
Mediation can be full mediation or partial mediation. If the direct effect was not 
significant but the indirect effect, it is inferred that it is a full mediation. In this study, both direct 
and indirect effects were significant suggesting partial mediation. 
Table 4. 7  
Total Effect, Direct Effect and Indirect Effect of Moral Distress to Intent to Stay as Mediated by 




Standardized Estimates Bootstrapped (Bias 
corrected) 95% CI 
p-value 
(Two-
tailed) Lower Upper 
Total Effect -0.39 -0.50 -0.26 0.002 
Direct Effect -0.20 -0.33 -0.06 0.003 
Indirect Effect -0.19 -0.26 -0.13 0.001 
a Hypothesis: There is no mediation effect on nurse practice environment from moral distress and 








Figure 4. 1  





Research Question 2. Do the Intent to Stay Questionnaire, Direct Care Staff Survey, and Moral 
Distress Questionnaire demonstrate the reliability and validity to measure intent to stay, nurse 
practice environment, and moral distress among licensed nurses working in institutional long-
term care? 
Psychometric Analysis 
 Reliability. Descriptive statistics and reliability coefficients for study instruments and 
each corresponding domain used in the survey are reported in Table 4.8. Internal consistency is 
measured using Cronbach’s α. In general, the Direct Care Staff Survey (α = 0.84), Moral Distress 





scores. Overall, the Direct Care Staff Survey reliability is highest on perceived work 
effectiveness (α = 0.87) and lowest on communication and coordination (α = 0.35). All domains 
in the Moral Distress Questionnaire demonstrate good and acceptable reliability (αs = 0.60-0.74). 
The impact of each item on the related sub-scale was assessed by computing Cronbach’s α when 
the respective item is deleted. None of the items included in the analysis showed α values greater 
than the final α value. Therefore, all of the items were retained in the analysis.  
Table 4. 8  
Reliability Analysis for Survey Scales: Standardized Cronbach’s Alphas 
Scales No. of 
Questions 
M SD Cronbach’s α 
Direct Care Staff Survey 
        Leadership 
        Communication & coordination 
        Staff cohesion 
        Conflict Management 




   7 
   7 



















Moral Distress Questionnaire 
         With regards to the care provided 
         With regards to co-workers 
         With regards to doctors and family  
         With regards to protocols, standards, and                       
reporting  
  21 
   6 
   7 
   4 


















Intent to Stay    3   0.71 
 
 
Validity. Several dimensions of validity were assessed such as face validity, content 
validity, and construct validity. 
Face and content validity. The face and content validity of the Moral Distress 
Questionnaire were ascertained by three expert nurses with advanced degrees, two of which are 
bilingual (Dutch and English). This ensured that the relevance of the survey items was pertinent 
to the American long-term care context. Forward translation of the questionnaire from Dutch to 





care in the U.S. who provided feedback regarding the clarity of the items and their applicability 
to the situations common in the U.S. long-term care setting. After a review of the three expert 
nurses, two items (MDQ6 and MDQ8) were deemed to be irrelevant and excluded in the final 
questionnaire. 
Confirmatory factor analysis of MDQ. Table 4.9 shows the standardized factor loadings 
for each item of the Moral Distress Questionnaire. The table shows the association between 
individual items with the latent variable. Factor loadings can be conceptually interpreted like 
standardized regression coefficients. Factor loadings for each item depict a moderate to a strong 
relationship (range, 0.36 - 0.70) with the underlying construct. The item with the strongest 
association with regard to care is the conflict between providing standards of care versus 
indicated care (Item MDQ5) with a factor loading of 0.63. With regards to colleagues, responses 
concerning colleagues not working properly (Item MDQ7) and a colleague making mistakes 
(Item MDQ13) were most representative of their factor, with the highest loadings of 0.67 and 
0.63 respectively. Item MDQ14, conflict with client wishes (0.70), and Item MDQ16, conflict 
with the professional opinion (0.70), were also both strongly associated with the factor on which 
they loaded, which appears to address working relationships with doctors and families. Finally, 
factor loadings for Item MDQ18, the uncertainty of care plan (0.62), and Item MDQ21, 
documentation vs. care (0.66), are strongly associated with the construct regarding protocols, 
standards, and reporting. Figure 4.2 shows the factor correlations between latent variables and 
the items factor loading of the MDQ. The correlations between the factors are similar to factor 
loadings of the items, suggesting that a single MDQ score is sufficient and that either is 






Table 4. 9  
Moral Distress Questionnaire Standardized Regression Weights 
 
Latent Variable Item 
Label 
Item Description Estimates 








Based on professional standards 
Competency 
Techniques and preference 
Restraints 
Standards vs indicated care 


















Break time consultation 
Manager calls 
Co-worker competency 
Colleague not working 








With regards to 





Conflict client wishes 
Disclosure medical information 
Conflict professional opinion 













Uncertainty of care plan 
Protocols vs saving time 
Protocols vs client interest 






The study used AMOS 27.0 to further evaluate the fit of the model to the data and thus 
investigate the construct validity of the MDQ. The study focused on the ratio of chi-square to 
degrees of freedom (CMIN/DF), comparative fit indices (CFI), Tucker-Lewis’ index (TFI), and 
root mean square error of approximation (RMSEA) were used to determine the validity of the 
research model. Table 4.10 presents the actual values and the general criteria for acceptable 







Figure 4. 2  




Table 4. 10  
Evaluating DCSS Model Fit 
 
Model Fit Actual Value Threshold 
Ratio of χ2 to df (CMIN/DF) 1.997 <3 good; <5 acceptable 
Comparative fit index (CFI) 0.818 >0.80; good 
Tucker-Lewis’s index (TLI) 0.771 ≥ 0.95; can be 0 > TLI > 1 for 
acceptance 




The measured values (CMIN/DF= 2.0, CFI=0.82, TLI=0.77, RMSEA=0.07) for MDQ 





Confirmatory factor analysis of DCSS. Confirmatory factor analysis was done using the 
DCSS questionnaire. Table 4.11 shows the standardized factor loading for each item of the 
DCCS. The table shows the association between individual items with the latent variable. Factor 
loadings for each item are highly variable but generally depict a moderate to a strong relationship 
(range, 0.31 - 0.80) with the underlying construct. The items with the strongest association are 
item DCSS1 supervisor providing guidance and advice (0.81), item DCSS3 supervisor 
influencing thinking and behavior (0.71), item DCSS4 supervisor supports growth and 
development (0.80), item DCSS6 supervisor stressing standards of excellence (0.78), item 
DCSS15 staff meetings resolve issues very well (0.72), item DCSS14 staff goals align with 
organization (0.72), item DCSS19 staff feeling part of the team (0.80), item DCSS38 staff 
reporting a good job in meeting resident’s needs (0.74), item DCSS43 residents experience good 
outcomes (0.72), item DCSS35 good job in meeting family’s needs (0.77), and item DCSS36 
staff felt that they have contributed their experience and expertise to produce good quality care 
(0.72). Figure 4.3 shows the correlations between latent variables and the items factor loadings 
of the DCSS. The correlations between the five factors are high suggesting that the inter-
relationships between the latent variables further supporting the validity of the DCSS. 
Table 4. 11  
Direct Care Staff Survey Standardized Regression Weights 
Latent Variable Item 
Label 









Provides guidance and advice 
Discourage initiatives 
Influence thinking and behavior 
Growth and development 
Uncertainty on standing 
Stress standards of excellence 
Makes expectation clear 













Latent Variable Item 
Label 
Item Description Estimates 
DCSS9 
DCSS10 
Out of touch with staff views 




















Meeting rarely happens 
Meetings are disorganized 
Not open to talk 
Double-check information 
Good shift communication 
Easy to ask advice 
Lots of incorrect information 
Enjoy talking with co-workers 
Getting the right information 
Poor information understanding 
Lack of cooperation 
Availability to assist others 
Understands care plans 
Poor shift information transfer 


























Hard to solve problems 
Involve leadership in solution 
Ignore disagreements 
Pretends “will go away” 
Need to refer to higher up 















Working together daily 
Different goals and values 
Pride with co-workers 
Goals align with the organization 
Does not need to change unit 
Felt part of the team 

















Meets residents needs 
Respond well to emergencies 
Meeting treatment goals 
Residents have good experience 
Work very well together 
Meets family’s needs 















Figure 4. 3  
Confirmatory Factor Analysis Model for Direct Care Staff Survey 
 
 
The fit of the proposed model for the Direct Care Staff Survey questionnaire was 
evaluated. Table 4.12 demonstrates the actual values and the general rule for acceptable fit if data 
are continuous. The measured values (CMIN/DF= 2.5, CFI=0.70, TLI=0.70, RMSEA=0.08) 






Table 4. 12  
Evaluating DCSS Model Fit 
 
Model Fit Actual Value Threshold 
Ratio of χ2 to df (CMIN/DF) 2.468 <3 good; <5 acceptable 
Comparative fit index (CFI) 0.701 >0.80; good 
Tucker-Lewis’s index (TLI) 0.669 ≥ 0.95; can be 0 > TLI > 1 for 
acceptance 





In summary, the computed structural equation model suggests a partially mediated model. 
This means that the relationship between moral distress and intent to stay is partially mediated by 
the nurse practice environment. The ITS, DCSS, and MDQ are reliable and valid measures to 
intent to stay, nurse practice environment, and moral distress among licensed nurses working in 










Discussion, Implication, and Conclusion 
This chapter summarizes and discusses findings regarding the intent to stay, nurse 
practice environment, and moral distress of long-term care nurses. Implications and suggestions 
for future research are also provided. 
To our knowledge, this is the first study to examine moral distress levels among nurses 
employed in U.S. long-term care settings. The main finding of this study is that the relationship 
between moral distress and intent to stay is partially mediated by the nurse practice environment. 
Our mediation analysis showed the significance of the indirect effect of the nurse practice 
environment on moral distress, as well as intent to stay. The results indicate that level of moral 
distress among long-term care nurses can adversely affect nurses’ intents to stay.  
These data reinforce the hypothesis of the study and earlier works (Lamiani, Borghi & 
Argentero, 2017; Pijl-Zieber, 2018) that a low level of moral distress is associated with increased 
intent to stay. These include increased job retention (Lamiani, Borghi & Argentero, 2017) and 
job satisfaction (De Veer, 2013). Conversely, a low level of moral distress decreases the feeling 
of burnout (Oh and Gastmans, 2015) which can have a positive impact on the nurse’s intention to 
remain in the profession and their position (Pijl-Zieber, 2018). 
The study findings also support the hypothesis that the nurse practice environment is 
positively associated with intent to stay. It is consistent with previous research in hospitals and 
long-term care that demonstrated that a positive nurse practice environment among nurses is 
associated with reports of positive job satisfaction (Schwendimann et al., 2016; Wei et al., 2018), 
a lower turn-over intention (Armmer & Ball, 2015; Kagwe et al., 2019; Lee et al., 2020; 






Although our findings were generally positive, nurses reported a low level of moral 
distress. Situations experienced as morally distressing were still reported by respondents. These 
included situations involving nurses (co-workers), physicians, and families. Specifically, nurses 
reported that being asked to come to work when they are off when a co-worker is sick, having to 
decide to consult a co-worker during their break time because otherwise there is not enough time 
for it, and determining the competency of a colleague as somewhat difficult situations that may 
cause moral distress. The role of the nursing supervisor in being sensitive to staff needs, 
providing guidance and advice, and fostering trust with each individual’s professional ability is 
very important to mitigate these distressing situations for the staff. Nurses also reported conflict 
when a physician’s orders are not in the client’s best interest or when a family’s wishes go 
against the resident’s wishes. These findings of conflicting situations are similar to other long-
term care studies (de Veer, 2013, Spencely et al., 2017; Young et al., 2017). 
In our sample, long-term care nurses reported experiencing rather low levels of moral 
distress while previous studies reported higher level of moral distress (de Veer, 2013) with a 
frequency of at least daily or weekly (Pijl-Zieber et al, 2018). Our results differed despite 
respondents having similar demographic characteristics reported in other studies conducted in 
long-term care, such as predominantly female, the median age of 50, working full-time, and 10 
years average work experience (de Veer, 2013; Pijl-Zieber et al, 2018). These differences may be 
attributed to study limitations such as having a small sample size and unequal group 
representation making it very difficult to compare and generalize. Additionally, these studies 





nurse educational systems, compared to the United States. Therefore, previous results may not be 
applicable to U.S. long-term care. 
The study results also differ significantly compared to studies in acute care settings where 
higher levels of moral distress were reported (Altaker et al., 2018; Hiler et al., 2018). This may 
be due to several factors. The sample characteristics differed primarily based on age; nurses in 
the acute care setting have a median age of 38 (Altaker et al., 2018; Hiler et al., 2018) compared 
to 50 to those working in long-term care. Older ages among nurses are associated with “more 
experiences upon which to draw for dealing with unusual situations” and thus may manifest less 
moral distress (Mion et al., 2006, p .149). 
 Also, in acute care settings, a source of moral distress has been associated with an end-
of-life care crisis (Corley, 2002; Hamric, 2012; Mealer & Moss, 2016; Oh & Gastmans, 2015). 
On the contrary, the nature of long-term care is geared toward caring for residents where end-of-
life situation is to be expected. Future studies can further compare and investigate the difference 
in moral distress between nurses employed in acute care and long-term care.  
Based on the situations experienced as morally distressing by long-term care nurses, the 
following interventions can be adapted: interdisciplinary collaboration strategies such as 
interdisciplinary care plan meetings and education (Burston &Tuckett, 2012), enhancing 
teamwork through team-building activities (Backhaus, et al., 2017; Lamiani et al., 2017), and 
involving resident and family in care decisions as early as possible. (Young et al., 2017). It 
should be noted that the CMS final rule reforms (a federal administrative regulation in long-term 
care) requiring all long-term care facilities to conduct interdisciplinary team (IDT) care planning 
and may have contributed to the relatively low-level moral distress since advanced directives are 





Nurse Practice Environment 
The participants in our study tended to report favorable views of their nurse practice 
environments, including their nurses’ perceptions about work effectiveness, communication and 
coordination, and staff cohesion were all usually favorable. Nurses here reported that their 
personal goals align with the organization’s, felt part of a team, and believed that they have 
contributed their experience and expertise to the team that resulted in quality care to residents. 
Also, nurses reported that staff meetings and care plans were very effective communication tools 
to meet residents’ needs, resolve issues, and increase resident satisfaction. Nurses perceived the 
high value of their supervisor’s guidance, support, and advice as very important in their growth 
and development and meeting standards of excellence in care. 
Other long-term care studies have reported similar findings where staff reported high 
satisfaction with their workplace in the U.S. (Choi et al., 2011; Temkin-Greener et al., 2004; 
Temkin-Greener et al., 2009), Canada (Tourangeau et al., 2010), and Switzerland 
(Schwendimann et al., 2016; Zuñiga et al., 2015). Among the five different domains of the nurse 
practice environment, perceived work effectiveness had the highest score. This high rating of 
teamwork may be attributed to the CMS final rule reforms requiring all long-term care facilities 
to conduct interdisciplinary team (IDT) assessment and care planning.  The IDT facilitates timely 
and effective communications, interactive problem-solving, and the exchange of information 
between various team members, the resident, and the family to create mutual goals that are 
resident-centered (Centers for Medicare and Medicaid Services, 2021). Furthermore, the CMS 
mandates establishing baseline care plans within 48 hours of admission with a specification of 





This regulatory incentive may have the indirect effect of fostering better communication among 
long-term care staff. 
Intent to Stay  
Previous studies reported that long-term care has a high turnover rate and low nursing 
retention (Donoghue, 2010; Texas Center for Nursing Workforce Studies, 2019). On the contrary, 
this study reported that participants tended to have a high degree of intentions to stay in both the 
nursing profession and the long-term care setting. This positive result can be attributed to 
participants’ and work environment characteristics. Although studies about intent to stay in long-
term care are very limited, the results are similar to those found by McGilton et al. (2013). The 
characteristics that were reported to have an association with intent to stay include a healthy 
work environment, better pay and job satisfaction, older nurses, and better work relationship with 
residents and colleagues (McGilton et al., 2013). In addition, long-term care nurses in this study 
reported low moral distress levels which differed from other studies in acute care reporting high 
intent to leave because of the high level of moral distress (Hiler et al., 2018). Finally, there might 
be some self-selection bias in this study because those who choose to complete an online survey 
might be proud of their work and were more positive in their response. On the other hand, 
overworked and burnout nurses or nurses who are negative about their work might have less time 
or energy to participate in the study. 
Although our findings were generally positive, nurses reported high levels of intent to 
stay. To better understand intent to stay, information about the reason why nurses leave their job 
was also collected. Job stress, burnout, emotional exhaustion, unsatisfactory work environment 
or culture, and being unsatisfied with senior management were identified as the most common 





al., 2017; Lee et al., 2020; Nowrouzi-Kia & Fox, 2020). These results stress the importance of 
promoting a positive work environment (Lamiani et al., 2017), helping the individual develop 
coping strategies (Pijl-Zieber et al., 2008), and administrative responses such as continuing 
leadership training of nurse managers at all levels on how to support nursing staff (Corley, 2002).  
Instrument Psychometrics 
Our second objective was to examine the validity and reliability of moral distress (MDQ), 
the nurse practice environment (DCSS), and intent to stay (ITS). These instruments were adapted 
from previous studies (de Veer et al., 2013; Temkin-Greener et al., 2009; Zúñiga et al., 2019) and 
were originally developed and validated from comprehensive theoretical models that explain 
how nurses perceive and experience moral distress, nurse practice environment, and intent to 
stay. I found that the DCSS, MDQ, and ITS are valid and reliable measures. Reliability analysis 
of DCSS, MDQ, and ITS showed that internal consistency demonstrated good to acceptable 
Cronbach’s alpha. Furthermore, results from confirmatory factor analysis supported these 
findings by demonstrating good factor loadings for both MDQ and DCSS.  
The DCSS results were comparable to Temkin-Greener et al.’s (2009) work which 
showed that leadership, communication, coordination, conflict management, team cohesion, and 
team effectiveness are positive and significant predictors of the nurse practice environment. This 
finding supports the multidimensionality of work environment and the use of this instrument 
when measuring work environment in U.S. long-term care in future research; this will help in 






The original 23-item MDQ was developed and used in Dutch LTCF studies (De Veer et 
al., 2013); it was translated from Dutch into English and two items were removed. Regardless of 
the modification, the reliability and validity of this measure were still satisfactory.  
The MDQ’s internal consistency demonstrated good Cronbach’s alpha. Also, the factor analysis 
using CFA showed good factor loadings.  This 21-item modified MDQ is the first validated 
instrument for evaluating moral distress, however, based on the CFA, there are items (MDQ 2, 
MDQ4, & MDQ8) that had low factor loadings. This is a concern that warrants further 
examination to improve the accuracy of the instrument.  
Meanwhile, the 3-item Intention to Stay (Cowden & Cummings, 2014) is the first 
instrument to be used to examine nursing retention in long-term care. This study took the 
recommendation by the WE-THRIVE (Worldwide Elements to Harmonize Research in Long-
Term Care Living Environments) group (Zúñiga et al., 2019) to create a simple questionnaire to 
measure intent to stay. The 3-item ITS developed in this study has the advantage of brevity and 
practicality which reduces respondent burden compared to other multi-item questionnaires that 
measure intent to stay. Results of this study showed that the ITS’s internal consistency 
demonstrated acceptable Cronbach’s alpha which supports the reliable use of this instrument in 
the long-term care setting. This study is the first study to use and test the instrument in long-term 
care settings, which limits generalizability. Further research to demonstrate further reliability 
through test-retest reliability and validity tests is recommended. Moreover, intent to stay is a 
simple and straightforward construct that is well studied. Often what little is gained in reliability 
and validity tests can offset the burden of more items and poor response rate. Finally, this study 






The study recruited licensed nurses who work in long-term care across the United States. 
A review of the representativeness of the sample showed that the characteristics of the 
participants in this study are similar to other long-term care studies (de Veer, et al., 2013; 
Temkin-Greener et al., 2004; Temkin-Greener et al., 2009; Schwendimann et al., 2016; Zúñiga et 
al., 2015). Correspondingly, the National Sample Survey of Registered Nurses Data (Human 
Resources & Services Administration, 2018) and the 2017 National Nursing Workforce Survey 
(Smiley et al., 2018) had consistent results. Long-term care nurses were primarily female (93%), 
White/Caucasian (73%), the median age in the 50’s. Their primary nursing practice was 
LTCF/extended care (31.7%) and they mostly (65%) worked full-time, had about 10 years of 
work experience in long-term care (40%), and most (70%) worked in for-profit companies 
(Human Resources & Services Administration, 2018). Based on this comparison, the study 
sample is representative of the long-term care nurse population. However, this representativeness 
must be interpreted with caution since it is still difficult to generalize the results because of some 
study limitations. 
Limitations 
The study had several delimitations. The primary aim of the study was to investigate the 
relationship between the variables. A major limitation of the cross-sectional study design is that it 
is difficult to establish a true cause-and-effect relationship between the predictor and outcome 
variables without longitudinal data. So, in limitations like this, SEM provides a flexible 
framework within which causal models can be built (Gunzler et al., 2013). 
On the sampling frame, I aimed to recruit a U.S. national sample of licensed nurses who 





problematic (Bethel et al., 2021; Kosinski et al., 2015; McAleese et al., 2016). The use of 
Facebook Inc. for recruitment in research has grown dramatically in recent years, yet sample 
representativeness remains underreported. Bennetts et al. (2019) surveyed studies using 
Facebook Inc. and reported that only 15% of studies examined sample representativeness. For 
those studies that compared sample representativeness, about 85% concluded that the sample 
obtained from Facebook Inc. was similar to samples recruited using traditional survey methods. 
In this study, the representativeness of the sample was analyzed and compared with the available 
and the latest national population-based cohort of licensed nurses in the long-term care setting 
entitled “The 2017 National Nursing Workforce Survey” (Smiley et al., 2018).   
Sample bias was another major limitation of the snowball sampling method. Snowball 
sampling relies on others to facilitate contact between the researcher and potential participants, 
and gatekeepers may have their reasons (lack of time, forgetfulness, unconscious bias, or 
deliberate) for referring or not referring the researcher to potential participants (Bethel et al., 
2021; Kosinski et al., 2015; McAleese et al., 2016; Pötzschke & Braun, 2017). In this study, the 
investigator recruited participants via paid and free targeted Facebook advertising to offset the 
limitation of the group administrator recruitment strategy. This was a different approach to 
conventional snowball sampling because it would not depend on any connection of potential 
respondents to a specific topic or user group. This technique minimized the effect of sample bias 
inherent in the snowball sampling method and can potentially enhance sample diversity 
(Kosinski et al., 2015; Pӧtzschke & Braun, 2017).  
Calculating the response rate can be challenging because there is no predetermined 





not know how many received the request. Also, it will be difficult or impossible to track when 
participation spreads through forwarded surveys and undocumented requests.  
The sample was biased toward those who have computer and internet access with the 
ability to answer survey questions online. As a result, this study under-represents those with 
limited financial resources, members of some racial and ethnic groups, and older people. 
Besides, those individuals who were seriously concerned about privacy online were not likely to 
complete an online survey. Also, it is important to consider that participants who choose to 
participate may be more positive about their situation which could lead to sample bias. 
The potential threats to the quality of responses were the following: the respondent 
finishing the survey abnormally fast, possible bot (robot), respondent has taken the survey 
multiple times, poor 24-hour completion rate, poor overall completion rate, the response contains 
sensitive data, a pattern of unanswered questions and straight-lining (providing the same answers 
down a matrix table to quickly get through the questions). Fortunately, Qualtrics Survey software 
has embedded protection against the aforementioned threats. The investigator monitored this 
progress via tracking performance and matrix available in the software. 
Missing data is a common problem in survey research which can be a limitation. A 
careful review of the questionnaire and pilot survey can minimize the occurrence of missing 
data. Even with careful data preparation to avoid missing data, missing data can potentially 
occur. A statistical technique to handle missing data was performed and reported. In addition, the 
small number of items in intent to stay is also a concern that may circumscribe any nuances to 
theses intentions. Further research will be needed to objectively measure how many long-term 





Moreover, the study included the use of a self-report survey of participants’ intent to stay. 
It is important to consider that this study report is not an actual measure of nurses’ retention or 
reflects the turnover rate of the long-term care staff (Texas Center for Nursing Workforce 
Studies, 2019).  
With regards to psychometrics, the 21-item revised MDQ was not back-translated from 
English to Dutch language and thus, there might be some information variation or loss; there is 
still a need to assess the validity and reliability of the questionnaire.  
The burden of answering three questionnaires (76 items) that took an average of 36 
minutes to complete may affect sample size and may result in a high proportion of missing data. 
To address this last limitation, a pilot study was conducted and an incentive (chance to receive a 
$100 Amazon electronic gift voucher was provided to 20 participants) minimized this potential 
issue.  
Finally, the study did not consider other nurse characteristics that such as job satisfaction, 
fatigue, and burn-out which might be significantly related to a nurse’s intent to stay (Piers et al., 
2012; De Veer et al., 2013; Gaudenz et al., 2019) and could increase the possibility of 
confounding effects by unmeasured or unknown factors.  
Implications 
These findings have important practice, policy, and research implications. In practice, the 
nurse practice environment can be improved through leadership training and administrative 
interventions (Cummings et al., 2018). As such, interventions aimed at creating a positive nurse 
practice environment are crucial to alleviate moral distress and enhance nurses’ intentions to stay 
in their jobs, organizations, and the nursing profession (Lamiani et al., 2017). Furthermore, this 





Magnet’s Pathway to Excellence-Long Term Care program to improve quality of care, patient 
safety, and satisfaction, less nurse turnover, higher job satisfaction, improved productivity and 
teamwork, and reduced errors in long-term care (ANCC, 2017). On the other hand, moral 
distress level can be improved by adapting interventions that focus on the individual’s coping 
strategies such as debriefing, mentorship, and counselling (Burston & Tuckett, 2012; Mealer & 
Moss, 2016; Pijl-Zieber et al., 2008) that may or may not involve mental health professionals 
that nurses feel comfortable. 
From a policy perspective, regulations at a national level that foster teamwork 
effectiveness by implementing interdisciplinary team communication processes should be 
emphasized by LTCF inspectors. Currently, the largest health care union in the nation (1199 
SEIU) is advocating the passage of a bill to reform the long-term care sector by addressing 
problems such as high staff turnover (McKay, 2021). This study provides evidence to support 
such policy change since nursing retention is positively associated with the nurse practice 
environment.  
For future research studies, instruments employed in this study require further testing. 
Also, the study highlights the importance of improving leadership skills and competencies to 
improve the nurse practice environment. Developing and testing interventions that focus on 
leadership skills, both at the executive and unit level and measuring its effect on nurse practice 
environment and intent to stay in long-term care are warranted. In addition, to be improve 
sampling bias and diversify population the use of a concentrated approach to certain urban 
geographic area which could provide a more diverse as compared to a wide net approach used in 
this study. Finally, considering other factors such as depression, self-efficacy as a mediator which 






This study addresses the call to reform and builds quality and sustainable long-term care 
system for the future (Chernof & Mann, 2020). The next step in this program of research is to 
test interventions that innovate, improve, and strengthen the nurse practice environment and 
retain the nursing workforce in long-term care. Empowering nurse leaders through leadership 
training and leveraging the power of the nursing workforce through collective bargaining in 
long-term care is the key to success. Since the relationship between moral distress and intent to 
stay is partially mediated by the nurse practice environment. Interventions like leadership 
training, interdisciplinary approach to care, and team-building activities aimed at improving the 
nurse practice environment are crucial to alleviate moral distress and enhance nurses’ intention to 
stay in their job, organization, and the nursing profession. Moral distress is understudied in long-











Table of Correlation for Nurse Practice Environment, Moral Distress, and Outcomes 
Table A.1  
Nurse Practice Environment Characteristics and Outcomes 




Acute Care Setting 







Failure to rescue 
 




Intention to leave 
 
Reports of Quality of care 
Better care environment (OR=0.91, CI=0.85-0.97) was associated with 
lower risks of death. 
 
Better care environment (OR=0.91, CI=0.85-0.98) was associated with 
lower risks of failure to rescue. 
 
Better care environment was associated with positive job experience 
(OR=0.74, CI= 0.67-0.80), Burnout (OR=0.74, CI=0.68-0.80), 
intention to leave (OR=0.87, CI= 0.78-0.96), and fewer 













Aiken et al., 
2011 
Nurse Staffing, Nurse 
Work Environment, 
Nurse Education 






Better staffing (OR=01.039, CI=1.016-1.063), better work 
environments (OR=0.925, CI=0.897-0.954) and better 
educated nurses (OR=0.956, CI=0.935-0.978) was associated 
with improve failure-to-rescue. 
 
Better staffing (OR=1.039, CI=1.016-1.063), better work 
environments (OR=0.926, CI=0.898-0.955), and better-
educated nurses (OR=0.958, CI=0.937-0.980) were associated 
with improving patient mortality. 










Geriatric nursing knowledge 
Linear mixed-effect model results showed that a positive geriatric 
nurse practice environment was associated with positive 
geriatric-care delivery (F=4,686; p<0.0001).  
    







Needlestick and sharp 
injuries 
Needlestick and sharp injuries risk were increased with non-use of 
safety containers (OR=0.727, CI=0.580-0.913), less working 
experience as an RN (OR=0.990, CI=0.988-0.991), poor work 






















survey. Score 1-5 with 
a higher number 





Total nursing hours 
provided by RN, LPN 




Better working conditions were associated with higher perceived work 






A higher number of total nursing hours was associated with higher 




A higher turnover rate of administrators was a significant predictor of 











and NA per resident per 
day. 
 
Turnover rates of 
administrators 
 
The average number of 
times per year 
administrator & DON 
has changed, calculated 
over a 3-year period. 
    
Cortelyou-




Nursing Work Index 
(NWI) - Revised 
Intent to leave the nursing 
profession 
The work environment is negatively related to intent to leave. (β = -
0.376; p=0.008) 
    
Cho et al., 
2016 




Patient Adverse Events A large number of patients per nurse was significantly associated with 
a greater incidence of medication error (OR= 1.01; CI=1.007-













Better work environment had a significantly lower medication error 
(OR=0.61, CI=0.400-0.758), lower for falls with injury 
(OR=0.68, CI=0.490-0.939). 
    






Percentage of residents with 
pressure ulcers and the 
number of deficiency 
citations. 
The nurse practice environment was a significant predictor of the 
percentage of residents with pressure ulcers and the number of 
deficiency citations. 
 
For-profit status was associated with the percentage of residents with 
pressure ulcers. (r=-0.295, p=0.03) WEAK 
For-profit status was negatively associated with the nursing practice 
environment. (r=-0.278; p=0.03) WEAK 
 
Facility size was associated with deficiency citations. 
(r=-0.29; p=0.02) WEAK 
    









PES-NWI was positively associated with nurses’ error interception 














Scale of the Nursing 
Work Index (PES-
NWI). Score 1-4 with 
higher scores indicating 
a supportive practice 
environment 
Medication Errors per 1,000 
Patient 
There was no association between the composite score of the PES-
NWI and medication error rates. (β==-0.26; p=0.388) 
    




Geriatric Nursing Practice 
 
Overall Quality of Care 
Geriatric practice environment had a positive relationship of large 
magnitude with both geriatric nursing practice (β = 0.52; 
p=0.000) and overall quality of care (β = 0.92; p=0.000); 
however, the indirect relationship between the geriatric 
practice environment and overall quality of care, mediated by 
geriatric nursing practice, was not significant (β = ‐0.02; 
p=0.511).  
    








Staffing and resource adequacy predicted nurse reports of emotional 
exhaustion (β=-1.45; p<0.01). 
 
Job dissatisfaction was predicted by staffing and resource adequacy 












Quality of Care 
 
Quality of care was predicted by staffing and resource adequacy 








Quality of Care Market culture (β =-0.044; p=0.019), better 
communication/coordination (β=0.025; p=0.018) and a higher 
rating for multidisciplinary collaboration (β=0.177; p=0.003) 
were significantly associated with a higher grade for overall 
quality of care. 
    






Scale- Nursing Work 
Index (PES-NWI) 
RN’s Job Satisfaction Controlling for individual and nursing home characteristics, staff RN’s 
participation in facility affairs (β=-0.210; p=0.049), supportive 
manager (β=-0.183; p=0.031), and resource adequacy (β=-
0.119; p=0.039) were positively associated with RN’s job 
satisfaction. 
 
Overall, the nurse practice environment predicted RN’s job 











    




Profit status, number of 
beds as a measure of 
facility size, and 
occupancy rate. Nurse 
staffing (RN, LPN and 
nursing assistant 
minutes of care per 
resident day and total 
licensed minutes of 
care per resident day. 





Pressure ulcer prevalence 
(CMS calculated percentage 
of pressure ulcers among 
high-risk, chronic care 
residents. 
For-profit status was correlated with the percentage of residents with 
pressure ulcers. (r-0.295; p=0.03) WEAK 
 
For-profit status was inversely associated with the nursing practice 
environment. (r=-0.278; p=0.03) WEAK 
 
Facility size is associated with deficiency citations. (r=-0.29, P-0.02) 
WEAK 
 
Pressure ulcer prevalence was predicted by facility size (β=0.23; 
p=0.04), and the nursing practice environment (β=-0.42; 
p=0.001). 
    
Schwendim





Scale- Nursing Work 
Index (PES-NWI) 
Job Satisfaction High job satisfaction was significantly associated with supportive 
leadership (OR=3.76; CI= 2.83-4.99), better teamwork and 
resident safety climate (OR=2.60; CI= 2.02-3.32), a resonant 
nursing home administrator (OR=2.30; CI=1.67-2.97), 
adequate staffing resources (OR=1.40; CI=1.17-1.72), fewer 











depletion after work (0.88; CI=0.83-0.93) and fewer physical 
health problems (OR=0.91; CI=0.87-0.96). 





(Mean score of 7 Likert 




(Percent of staff 










(Quality of care, Quality of 
life and Severe levels of 
citations) 
Nursing home with higher work effectiveness had significantly fewer 
deficiency citations on quality of care (β==-0.379; p=0.008), 
quality of life (β=0.696; p=0.064), and severe level of 
citations (β=0.4856; p=0.014). 
 
Facilities with a higher prevalence of self-managed teams had the 
significantly fewer quality of care deficiencies. (β=-0.178; 
p=0.008) 
 
There was a significant association between primary assignment and 
quality of care and severe levels of citations. (β=-0.163; 
p=0.031) 
 
RN staffing was associated with fewer issues about the quality of care 











(RN hours per resident 








managed teams, formal 
teams, consistent 
assignment, bed size, 
staffing ratios, facility 
location, facility 
ownership, percentage 
of Medicare residents, 
and Medicaid residents. 




Incontinence (present or 
absent) 
Facilities with stronger staff cohesion had significantly lower odds of 
pressure ulcers (OR=0.957; p=0.16) and incontinence 
(OR=0.924; p<0.001). 
 
The prevalence of consistent assignment is not significantly associated 
with a pressure ulcer. 
 
Facilities with a high prevalence of self-managed teams had 
significantly lower odds of pressure ulcers. (OR=0.977; 
p=0.28) 
    
Tourangeau 












Higher job satisfaction was associated with lower emotional 
exhaustion burnout, higher global empowerment, higher 
organizational support, higher psychological empowerment, 
stronger workgroup cohesion, and higher personal 













Turnover intention The higher turnover intention was associated with lower job 
satisfaction, higher emotional exhaustion burnout, more 
outside job opportunities, weaker workgroup cohesion, lower 
personal accomplishment and higher depersonalization 
(F=118.9, p<0.01). 
    
Willemse et 
al., 2016 
Work environment  
 
Leiden Quality of Work 
Questionnaire 
(LQWQ). 
The number of residents 
with prescribed 
benzodiazepines and 
antipsychotic drugs, and 
physical restraints 
The more supervisor support was associated with less prescription of 
benzodiazepines (β =-1.758; p=0.027). Coworker support was 
found to be related to less prescription of deep chairs (β=-
2.274; p=0.049). 
 
Job demands and decision authority were not found to be predictors of 
psychotropic drugs and physical restraints. 





work stressors, and 
implicit rationing of 
nursing care. 
Perceived Quality of Care Better quality of care were related with higher teamwork and safety 
climate (OR= 6.19, CI= 4.36-8.79); better staffing and 
resources adequacy (OR 2.94; CI=2.08-4.15); less stress due 
to workload (OR=0.71, CI=0.55-0.93); less implicit rationing 
of caring, rehabilitation, and monitoring (OR=0.34, CI=0.24-










Moral Distress and Outcomes 
Author Moral distress Outcome Results 
Acute Care 
Allen & Butler, 
2016 
Moral Distress 







A strong correlation existed between ethical climate and moral 
distress. (r=-0.62; p=0.05) STRONG 
    









Moral distress score was correlated with empowerment (r=-
0.145; p=0.02) VERY WEAK and ethical climate scores 
(r=-0.354; p<0.001) WEAK. 
    
Browning, 2013 Moral Distress 
 








Moral distress frequency was negatively correlated with 
psychological empowerment. (r=-0.194; p=0.01) WEAK 
Moral distress frequency was predicted by poor psychological 
empowerment. (β=0.222; p<0.01) 








Author Moral distress Outcome Results 











Moral distress was negatively correlated with an ethical work 
environment. (r=-0.215; p=0.05) WEAK 
    
















Total moral distress was positively correlated with burnout. 
(r=0.193; p<0.05) WEAK 
 
Moral distress was predicted by caseload. (β=-0.244; p<0.003)  
 
Moral distress was predicted by burnout. (β=0.169; p<0.029) 
 
Job satisfaction did not correlate with moral distress. 
 
 
    
Ganz et al., 2013 Moral Distress 
 





Moral distress frequency was negatively correlated with general 










Author Moral distress Outcome Results 
(Conditions of Work 
Effectiveness 
Questionnaire II) 











quality of care 
Moral distress was negatively correlated with collaboration. (r=-
0.22; p-0.05) WEAK 
 
Moral distress was negatively correlated with satisfaction. (r=-
0.34; p=0.003) WEAK 
    







Moral distress was associated with negative perceptions of the 
practice environment dimensions. 
 
Nurse Participation in Hospital Affairs (r=-0.39; p<0.001) 
WEAK 
 
Nursing Foundations for Quality of Care (r=-0.40; p<0.001) 
MODERATE 
 
Nurse Manager Ability (r=-0.35; p<0.001) WEAK 
 









Author Moral distress Outcome Results 
Nurse Participation in Hospital Affair (r=-0.38; p<0.001) WEAK 
 
Job satisfaction (r=0.39; p<0.001) WEAK 
 
Moral distress was predicted by job satisfaction (β=-0.215; 
p<0.001), staffing and resource adequacy (β=-0.185; 
p=0.003), nurse-physician relationship (β=-0.181; 
p=0.001) and the participant’s age (β=-0.139; p=0.001). 
    



















Intention to resign 
Moral distress frequency was negatively correlated with the 
knowledge subscale of autonomy. (r=-0.117; p=0.012) 
VERY WEAK 
 
Moral distress frequency (r=-0.168; p<0.0001) VERY WEAK and 
severity (r=-0.125; p <0.0001) VERY WEAK were 
negatively correlated with collaboration. 
 
Moral distress severity was negatively correlated with work 
satisfaction. (r=-0.144; p=0.003) VERY WEAK 
 
Moral distress severity was positively correlated with the 














Moral distress severity was positively correlated with the 
patient-nurse ratio across all three shifts. (r=0.163-
0.204; p<0.0001) VERY WEAK 
    
Lawrence, 2011 Moral Distress 
 






Moral distress was negatively correlated with work engagement. 
(r=-0.48; p=0.05) MODERATE 
    




Moral Distress Subscale (Corley 


















No correlation between moral distress and compassion fatigue. 
 
No correlation between moral distress and work engagement. 








Author Moral distress Outcome Results 













Moral distress frequency predicted professional practice 
environment. (R2=0.11; F=6.91; p=0.001) 
 
Moral distress intensity was negatively correlated with 
physicians/nurses’ relationships. (r=-0.25; p=0.003) 
WEAK 
 
Moral distress frequency was negatively correlated with the 
following dimensions. 
 
Participation in hospital affair (r=-0.34; p<0.01) WEAK 
 
Leadership and support (r=-0.32; p<0.01) WEAK 
 
Resources and staffing adequacy (r=-0.25; p<0.05) WEAK 
 
Physicians/nurses relationships (r=-0.30; p<0.01) 
    









Moral distress predicted burnout dimensions:  
 
Exhaustion (β=0.29; p<0.001)  
 








Author Moral distress Outcome Results 
 
Professional efficacy (β=0.15; p<0.05). 
    
Papathanassoglou 
et al., 2012 
Moral Distress 
 
















Moral distress was negatively correlated with the action scale of 
autonomy. (r=-0.208; p=0.02) WEAK 
 
 
Moral distress was negatively correlated with collaboration. (r=-
0.335; p=0.02) WEAK 
 
 
Moral distress was positively correlated with patient-nurse 
ratios. (r=0.262-0.312; p<0.001) WEAK 
 
Moral distress was negatively correlated with the perceived 
value given to the ICU nurse status. (r=-0.300; p<0.001) 
WEAK 
 
Moral distress was positively correlated with the intention to 
resign. (r=0.229; p=0.01) WEAK 
    
Pauly et al. ,2009 Moral Distress Ethical climate  
 
Total moral distress is negatively correlated with hospital ethical 








Author Moral distress Outcome Results 




    
Sauerland et al., 
2014 
Moral Distress 







Total moral distress was negatively correlated with the ethical 
climate. (r=-0.51; p<0.001) MODERATE 
    
Silén et al., 2011 Moral Distress 
 






Moral distress was negatively correlated with hospital ethical 
climate. (r=-0.48; p=0.05) MODERATE 
    




Coping Behavior  
(COPE Inventory) 
A positive relationship between moral distress and some coping 
behaviors. 
 
Statistically significant positive correlations existed between 
moral distress and the following coping subscales:  
 
Mental Disengagement (r=0.29, p < 0.001) WEAK 
 








Author Moral distress Outcome Results 
 
Denial (r = 0.27, p < 0.001) WEAK 
 
Behavioral Disengagement (r = 0.35, p < 0.001) WEAK 
 
Substance Abuse (r = 0.28, p < 0.001) WEAK 
 
Acceptance (r = 0.19, p < 0.001) VERY WEAK 
 
Suppression of Competing Activity (r=0.19, p < 0.001) VERY 
WEAK 
 
Humor (r=0.16, p < 0.05) VERY WEAK 
Long-term Care 
 
De Veer et al., 
2013 
Moral distress 
Moral Distress Questionnaire 
(MDQ). Score 1-4 with higher 








High moral distress levels were associated with lower job 
satisfaction. (r=-0.34, p<0.00) WEAK and general 
gradings scores for job (r=-0.28; p <0.000) WEAK 
 
Moral distress intensity was predicted by the following: 









Author Moral distress Outcome Results 
Job-related stress (β=0.33; p=0.000) 
 
Satisfaction with consult with colleagues (β=-0.11; p=0.003) 
 
Instrumental leadership (β=0.15; p=0.029) 
    
Piers at al., 2012 Moral Distress 
 
Adapted Corley's Moral Distress 













Nurses who had higher emotional exhaustion (β=7.259; 
p=0.003) and higher personal accomplishment scores 
(β=6.325; p=0.004) have more moral distress. 
 
Low total moral distress was predicted by working in the 
chronic geriatric care setting compared with the acute 
care setting. (β=-9.522; p=0.015) 
 
Moral distress was predicted by a lack of debate on ethical 
problems. (β=11.574; p=0.019) 
 
Total Moral distress was higher in RNS with intentional or 
actual job-leave than in RNs without this intention. 
(t=-3.5; p=0.001) 








Author Moral distress Outcome Results 
Pijl-Zieber et al., 
2018 
Effects of moral distress 
 
Moral Distress in Dementia 
Care Survey (MDDCS) 5-point 
Likert Scale, continuous 
variable. 
Intent to leave the 
job 
Staff who reported more severe and more frequent effects of 
moral distress were more likely to express intent to quit 
their jobs. (τ=-0.186; p<0.001) VERY WEAK 
 
Physiological distress (τ=-0.143; p=0.001) VERY WEAK 
Total exhaustion (τ=-0.248; p<0.001) WEAK 








Selected Research Instruments of Moral Distress and Internal Reliabilities 
Table B.1 
Moral Distress Instruments and Internal Reliabilities 
Author and 
Year 
Name of Instrument No. of 
Items 










Cronbach’s α = 0.82 to 0.98 
 














7-point Likert scale 
Individual responsibility, 











Cronbach’s α = 0.97 for Individual 
Responsibility factor; 0.82 
for not in-patient interest, 
0.84 deception factor. 
 
All item factor correlation is 0.40 
 
Content and Validity Index 100%, 
 






Widely used in studies 












Name of Instrument No. of 
Items 
Constructs Validity and Reliability Comments 
Cronbach’s α = 0.98 revised MDS 
intensity Scale and 0.90 
for MDS frequency scale   
 
Cronbach’s α = 0.90 (Vaziri et al., 
2015) 
There are items not related 






through IV route, 
surgery for 
terminally ill 




23 Uses 4-point Likert Scale 
 
Constructs not mentioned 
Cronbach’s α = 0.90 
 
Content validity was examined. 
 
No factor analysis indicated. 




      
Hamric et al., 
2012 
The Moral Distress 
Scale-Revised 
21 Individual responsibility, 
not in the patient’s 
best interest, 
deception 
Cronbach’s α = 0.85 (Parker et al., 
2013) 
Cronbach’s α = 0.87-0.89 (Hiler et 
al., 2018), Alteker, 2018 
 










Name of Instrument No. of 
Items 




Moral Distress Risk 
Scale (MDRS) 
30 Organizational and 
management 






Cronbach’s α = 0.91; 
KMO=0.896; Bartlett <0.001 
Sample: Brazilian Nurses 
 
Location: Portugal, Brazil 
 




Built upon international 
literature 












Cronbach’s α = 0.78 and 0.62 for 
the level of moral distress 
and tolerance/openness 
towards the moral 
dilemma 
 


























Name of Instrument No. of 
Items 
Constructs Validity and Reliability Comments 
11-point scale from 0-10 Convergent validity: Low to 
moderate 
 
Concurrent Validity is tested 
 
Location: US 
      
Zuzelo, 2007 Moral Distress 
Scale- Modified 
29 No information obtained Internal Consistency Cronbach’s α 
= 0.95 
 
No Validity and Factor analysis 
indicated 
















Selected Research Instruments of Nurse Practice Environment and Internal Reliabilities 
Table C.1 






















low level of 
communication in 








Cronbach’s α = >0.70 from 0.56 to 
0.89. Test-retest reliability 
was satisfactory. 
 
Concurrent validity was observed.  
 
No factor analysis indicated. 



















Constructs Validity and Reliability Comments 
level of shared 
values about work 
between members 
in the unit, lack of 
support from the 
administration, 
and changes of 
planned days off 
and vacations. 
      





28 Resource availability 
 
Institutional values,  
 
Capacity for collaboration,  
 
Aging Sensitive Care 
Delivery 
Cronbach’s α = 0.83 
 
Factor Analysis EFA and CFA was 





Setting: Acute care hospitals 
      
Lake, 2002 Practice 
Environment 
Scale of the 
31 Five subscales 
 
Nurse Manager ability 
Individual-level internal 































Hospital level measures 
interitem of 0.64-0.91 
 




      







8 Not indicated Internal Consistency Cronbach’s α 
= 0.75-0.86 
Content Validity CVI– 0.96 
 
Factor analysis: 0.54 to 0.75 
Sample: Registered Nurses 
Location: US 












Cronbach’s α = >0.86 from 0.77 to 
0.89 subscales 
 
No Validity indicated 
 
















Constructs Validity and Reliability Comments 
Scale 
(PPEAS) 
Factor analysis loading 0.673 to 
0.911 
      
Temkin-



























correlations between items 
in the same domain and 
low correlation between 
items across domains 
 
Cronbach's alphas range from 0.73 
to 0.89, which 
demonstrates good-to-high 
reliability for all domains 
of the team process and 
performance effectiveness  
 


























Internet-Based Informed Consent Script 
 
THE CITY UNIVERSITY OF NEW YORK  
The Graduate Center 
Ph.D. of Nursing Science   
 
Title of Research Study: Intent to Stay, Moral Distress, and Nurse Practice Environment 
among Long-term Care Nurses 
  
Principal Investigator:   Amil Tan, MSN, RN  
       Ph.D. Nursing Student  
 
Dear Nurses.  
You are being asked to participate in this research study because you are licensed 
nurses who gave direct patient care in a long-term care setting. The purpose of the study is to 
investigate the relationships between nurse practice environment, moral distress, and intent 
to stay including the potential mediating effect of the nurse practice environment on the 
intent to stay among those with high levels of moral distress. 
 
• The study is a web-based survey. If you agree to participate, we will ask you to click the 
online study link below. It will take about 30 minutes to complete the survey. The first part 
will include all information regarding the study, participants' rights, and the researcher's 
contact. The second part will ask about their self-report about the nurse practice 
environment. The third part will include the self-report of intent to stay. The fourth part 
will include moral distress situations. The last part will ask about the personal demographic 
questions of the participants. 
• Participation in this survey involves minimal risk to the participants. There are no direct 
benefits associated with this study to you. However, this study will add to knowledge about 





• All responses will be anonymous, with no identifying information on the returned response.  
By clicking on the survey link, this will be considered implied consent from you. 
• An incentive of the chance to receive a $100 Amazon electronic gift voucher will be 
provided to 20 participants. At the end of the questionnaire, participants will have the 
opportunity to enter the lottery. Furthermore, each participant is limited to winning one gift 
card. 
 
Your participation in this research is voluntary. If you have any questions, you can 
contact Amil Tan. Email: atan@gradcenter.cuny.edu. If you have any questions about your 
rights as a research participant or if you would like to talk to someone other than the 






Appendix G  
Moral Distress Questionnaire 
 
MORAL DISTRESS is defined as painful feeling and/or psychological imbalance cause by a 
situation where: 
  
1. You believe you know the ethically appropriate action to take, and 
2. You believe you cannot carry out that action because of institutional obstacles, such as lack of 
time, supervisory disinterest, medical power, institution policy or legal limits. 
  
Instruction: The following statements present everyday situations in your primary workplace 
associated with care of patients and their family. These situations may or may not cause moral 
problems for you. If the situation does not apply to your practice how you think you would 
respond if it were to happen to you. 
 










With regards to the care provided 
1 "Do I give my resident the 
care that is required 
by my professional 
standards?" 
1 2 3 4 
2 “Am I sufficiently 
competent to 
perform this nursing 
procedure?” 
1 2 3 4 
3 “Should I use this new 
technique (for 
example, because it 
can help more 
people), or should I 
work in a different 














way because my 
client prefers it?” 
4 “Shall I apply a restraint 
measure even if it 
restricts the client's 
freedom of 
movement?” (e.g. 
Setting the chair 
against the table, 
binding, pull up the 
bed rail)?” 
1 2 3 4 
5 “Should I give my client the 
care that is needed 
according to my 
standards, or should 
I stick to the 
indicated care?” 
1 2 3 4 
6 “Should I give this client 
less time than 
indicated so that I 
can spend that time 
on another client?” 
1 2 3 4 
With regards to your co-workers 
7 “Will I stay longer to finish 
the work to avoid a 
situation of 
understaffing? 














8 “Should I skip a staff 
meeting so that I 
have more time for 
the clients?” 
1 2 3 4 
9 “Should I consult with co-
workers during my 
break time because 
otherwise there is 
not enough time for 
it?” 
1 2 3 4 
10 “I have the afternoon off. 
But then my 
manager calls 
because a co-worker 
is sick. Do I go to 
work after all?” 
1 2 3 4 
11 “Is my co-worker 
sufficiently 
competent to 
perform this nursing 
procedure?” 
1 2 3 4 
12 “I see a co-worker who is 
not working 
properly. What 
should I do?” 














13 “I notice that a co-worker 
has made a mistake. 
What should I do?” 
1 2 3 4 
With regards to doctors and family 
14 “Doctor’s orders differ from 
the client’s wishes. 
What should I do?” 
1 2 3 4 
15 “I have medical information 
that the client is not 
yet aware of but asks 
me about. Should I 
disclose it or not?” 
1 2 3 4 
16 “The doctor wants to do 
something with the 
client (e.g. an 
intervention, 
diagnosis, or 
discharge from care) 
which in my 
professional opinion 
is not good for the 
client at that time. 
What do I do?” 
1 2 3 4 
17 “Should I go along with 
relatives’ wishes, 
even if I can tell that 
the client is not all 














that happy about 
this?” 
With regards to protocols, standards and reporting 
18 “When I get to the client, I 
discover I’m not sure 
about what has been 
agreed on (e.g. about 
the care, 
resuscitation policy). 
What do I do now?” 
1 2 3 4 
19 “Do I have to adhere to the 
approved procedure 
(or protocol or 
guideline) or should 
I not follow it 
because it saves 
time?” 
1 2 3 4 
20 “Do I have to work 
according to the 
approved procedure 
(or protocol or 
guideline) or should 
I not follow this in 
the interest of the 
client?” 
1 2 3 4 
21 “Should I report and 
document 














thoroughly or should 
I do less so that I 
will have more time 








Direct Care Staff Survey Questionnaire 
Instruction: Please select the agreement that most accurately describes your feelings about your 




1. My supervisor provides strong guidance and advice.  (L) 1 2 3 4 5 
2. My supervisor does not discourage me from taking initiative. (L) 1 2 3 4 5 
3. I am able to influence the thinking and behavior of my supervisor 
as much as she/he influences me. (L) 
1 2 3 4 5 
4. My supervisor gives me opportunities for personal growth and 
development. (L) 
1 2 3 4 5 
5. I am uncertain where I stand with my supervisor. (L) 1 2 3 4 5 
6. My supervisor stresses standards of excellence in our work. (L) 1 2 3 4 5 
7. My supervisor does not make her/his expectations clear. (L) 1 2 3 4 5 
8. My supervisor is sensitive to different needs of people who work 
here. (L) 
1 2 3 4 5 
9. My supervisor is often out of touch with our views and concerns. 
(L) 
1 2 3 4 5 
10. My supervisor ignores my input when developing care plans. (L) 1 2 3 4 5 
      
Part B: Many of the questions in the following sections refer to your interactions with your co-
workers. 
11. I look forward to working with others in this facility each day. 
(SC) 
1 2 3 4 5 
12. The goals and values of this nursing home are different from my 
own. (SC) 
1 2 3 4 5 
13. I take pride in being associated with my co-workers. (SC) 1 2 3 4 5 






15. In our staff meetings, we talk about and resolve the necessary 
issues. (CM) 
1 2 3 4 5 
16. If I had a chance to change my unit in this facility, for the same 
pay and same work, I would not want to. (SC) 
1 2 3 4 5 
17. My co-workers and I rarely meet with our supervisor/leader to 
discuss resident care and other issues. (CCOR) 
1 2 3 4 5 
18. When we do meet to discuss resident care and other issues, our 
meetings are disorganized. (CCOR) 
1 2 3 4 5 
19. I feel I am part of a team. (SC) 1 2 3 4 5 
20. Our written care plans and work schedules are very effective. 
(CCOR) 
1 2 3 4 5 
21. It is not easy to talk openly with my co-workers. (CCOR) 1 2 3 4 5 
22. I never have to double-check information given to me by my 
coworkers. (CCOR) 
1 2 3 4 5 
23. There is good communication between workers across shifts. 
(CCOR) 
1 2 3 4 5 
24. It is easy to ask for advice from my co-workers. (CCOR) 
25. I have received incorrect information from others in this nursing 
home more than once. (CCOR) 
1 2 3 4 5 
Part C 
 
26. I enjoy talking with my co-workers. (CCOR) 1 2 3 4 5 
27. When a resident's condition changes, I get the right information 
quickly. (CCOR) 
1 2 3 4 5 
28. Some of my co-workers do not totally understand the information 
they receive. (CCOR) 
1 2 3 4 5 
29. Poor cooperation with other departments makes it hard to do our 
work. (CCOR) 






30. Co-workers are available to assist each other with patient care. 
(CCOR) 
1 2 3 4 5 
31. I feel that I have a good understanding of resident care plans. 
(CCOR) 
1 2 3 4 5 
32. We are not always well-informed regarding events that happen on 
other shifts. (CCOR) 
1 2 3 4 5 
33. My co-workers do not always have the same understanding of 
resident care plans and goals. (CCOR) 
1 2 3 4 5 
34. My co-workers work hard to settle any problems. (CM) 1 2 3 4 5 
35. We do a good job of meeting the needs of our residents' families. 
(TP) 
1 2 3 4 5 
36. My co-workers contribute their experience and expertise to 
produce good quality of care for residents. (TP) 
1 2 3 4 5 
37. When my co-workers disagree, they generally involve their leader 
in resolving their issues. (CM) 
1 2 3 4 5 
Part D 
 
38. We do a good job of meeting residents' care needs. (TP) 1 2 3 4 5 
39. Supervisors/leaders tend to ignore disagreements between 
coworkers. (CM) 
1 2 3 4 5 
40. We respond well to emergencies. (TP) 1 2 3 4 5 
41. Often, when co-workers disagree, they will ignore the problem 
pretending it will ‘go away’. (CM) 
1 2 3 4 5 
42. We almost always meet our resident treatment goals. (TP) 1 2 3 4 5 
43. Although we care for people with a variety of needs, our residents 
experience good outcomes. (TP) 
1 2 3 4 5 
44. Overall, my co-workers and I function very well together. (TP) 1 2 3 4 5 
45. Among my co-workers, there are problems that regularly need to 
be referred to someone higher up. (CM) 






46. My co-workers and I consider all points of view when solving a 
problem. (CM) 




(L) – Leadership 
(SC) – Staff cohesion 
(CM) – Conflict management 
(CCOR) – Communication and coordination 






 Nurses’ Intent to Stay Questionnaire 
The next questions will ask about your future career plans. 
What is your perception regarding your job future? 
1. I intend to stay in this company/organization for the next 12 
months 
1 2 3 4 5 
2. I intend to stay in the nursing profession for the next 12 months 1 2 3 4 5 
3. I intent to stay in long-term care for the next 12 months 1 2 3 4 5 
 
 
If you have any desire to leave your current job, the nursing profession and the long-term care, 
what are your major reasons? Select all that apply 
 
___ I am concerned about the lack of opportunities for advancement 
___ I am unsatisfied with the leadership of senior management 
___ I am unsatisfied with the work environment/culture 
___ I want a more challenging work 
___ I am unsatisfied with the compensation/benefits 
___ I am unsatisfied with the rewards/recognition for my contribution 
___ I am unsatisfied with my current work load 
___ I am concerned about job stress, burnout and emotional exhaustion 
___ I am concerned about my COVID-19 experience 











Gender   
___ Male ___Female __ Others specify 
 
Race  
___ White  
___ African-American/Black 
___ Native American/Alaska Native 
___ Asian 
___ Pacific Islander/Native Hawaiian 
 
Ethnicity 
___ Hispanic or Latino 
___ Not Hispanic or Latino 
 
Type of Nurse 
___ Registered Nurse 
___ Licensed Practical Nurse/Vocational Nurse 
 








___ Day shift 
___ Evening shift 
___ Night shift 
___ Mixed 
 
Number of months of employed at current facility _______ 
 
Number of months of working as a nurse 
 _______ 
Number of months working in long-term care _______ 
 
Are you working in more than one facility?  








Highest educational level in nursing (please check all that apply): 
 
___ Diploma in nursing 
___ Vocational degree in nursing 
___ Associate degree in nursing 
___ Baccalaureate degree in nursing 
___ Master’s degree in nursing 
___ Post Masters Certificate 
___ PhD, DNP or equivalent in nursing 
___ Degree in another field (please add) __________________________________ 
 
Country where basic nursing education occurred 
___ United States 




Health Setting Type 
___Long-term Acute Care Hospital  
(LTCACH, LTCHs) 
___ In-patient rehabilitation facilities (IRFs) 
___ Skilled Nursing Facilities (SNF)/Nursing Home  
 
Unit Assigned 
___ Hospice Unit 
___ Certified Dementia Unit 
___ Long-term Unit 
___ Subacute/Rehab Unit 
___ Do not know 
 
Please indicate the number of operating beds or patients serviced within your facility/agency: 
 




___ Greater than 500 




___ Private for-profit corporations 
___ Non-profit corporations 
___ Religious affiliated organizations 




How satisfied or dissatisfied you feel about your current salary or pay? 
___ Extremely satisfied 
___ Somewhat satisfied 
___ Neither satisfied nor dissatisfied 
___ Somewhat dissatisfied 
___ Extremely dissatisfied 
 
On this job, are you a member of a labor union or of an employee association similar to a union? 
___ Yes 
___ No 










Thank you very much for taking time to participate in the pilot study of my research.  Your feedback to 
this questionnaire will assist me in making improvements prior to the main study. 
 
Should you require clarification, please do not hesitate to contact me on my email at 
atan@thegradcenter.cuny.edu 
 
1. What is your opinion of the length of the questionnaire? 
 About right 
 Too short          
 Too Long  
2. What is your opinion of the clarity of the questions?  
 Poor                  
 Satisfactory       
 Good           
 Very good          
 Excellent  
3. What is your opinion of the structure and format of the survey?  
 Poor                  
 Satisfactory        
 Good          
 Very good           
 Excellent  
 
4. Does the questionnaire omit any issues you consider to be important about moral distress, nurse 
practice environment and intent to leave?  
 Yes                      
 No  
 




5. Did you have any difficulties completing the questionnaires?  
 Yes                     
 No  
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